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BEFORE proceeding to the subject of my lecture, I wish to pay 
my meed of tribute to the memory of Edward Long Fox, in 
whose honour these lectures have been instituted. There will 
come a time when the lecturer of the day will not have known 
him personally, hence it is the more a pious charge on those 
who have had the advantage of his friendship to commemorate 
his virtues. For they know well that Edward Long Fox was 
a man held in especial honour and affection by his medical 
brethren in this city and neighbourhood. Honoured for his 
wide culture and knowledge of his profession, and beloved for 
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his warmth of heart and kindness of disposition, there was no 
member of his profession to whom in case of need he was not 
always willing to lend a helping hand, either by wise advise or 
by substantial aid. I myself am indebted to him on more than 
one occasion for valuable counsel. Throughout a long pro- 
fessional life he never flagged to the end in maintaining a keen 
interest in the scientific side of medicine and in its progress. 
At the same time he followed the best traditions of the pro- 
fession—long may they flourish amongst us—in keeping in 
touch with the great matters of literature and knowledge, and 
he was a man of deep and genuine religious convictions. 

In his professional work Edward Long Fox tended especially 
to the study of neurology, in which he always maintained the 
greatest interest, at which he was a life-long worker, and 
attained to eminence init. Indeed, his book on the Pathology 
of the Nervous Centres marks him as a pioneer in the early 
days of the long series of pathological investigations which in 
our time have led to such fruitful results. 

In choosing Cerebro-Spinal Syphilis as the subject of this 
lecture, I therefore feel that it is one in which he himself was 
greatly interested, and by which I may, in some humble measure, 
do honour to his memory. 

A fundamental fact in pathology is that there can be no 
accurate knowledge of a disease until the cause is known, nor 
can that knowledge be full and complete until the disease can 
be reproduced experimentally. The anatomical, coarse and 
microscopical, lesions of syphilis have long been known, and 
the treatment empirically determined. The constant and 
characteristic histological structure of syphilitic lesions pointed 
to a reaction on the part of the tissues of the invaded organism 
to a specific agent. The marked and peculiar infectivity of 
the disease further indicated the action of a living micro- 
organism. The rapid advance in bacteriological science, and 
the discovery that the lesions of tuberculosis, in which again 
characteristic histological tissue changes are constantly pre- 
sent, are due to a bacillus, naturally led, but fruitlessly, to 
the search for a bacillus in syphilis. It was from the first, 





ON CEREBRO-SPINAL SYPHILIS. 3 


however, recognised by most observers that the course of 
syphilitic affections was a peculiar one, and did not exactly 
correspond to that of any known bacterial disease. 

In recent times three most important discoveries have been 
made, by which the study of syphilis has been enormously 
advanced, and features of the disease, which for centuries re- 
mained obscure and impossible of explanation, have been 
already largely elucidated. These three discoveries are (1) that 
of the spirocheta pallida or treponema pallida by Schaudinn, 
and its establishment as the infective agent and cause of 
syphilis ; (2) of certain specific reactions in the blood and 
cerebro-spinal fluid of the subjects of present or past syphilis, 
which have already proved of the greatest clinical value in 
diagnosis ; and (3) the experimental communication of the 
disease to the higher apes. 

There is little reason to doubt that the gap in the present 
knowledge of the life-history of the spirocheta pallida, that is 
the mode in which it exists outside the body, will shortly be 
discovered. When this step is accomplished there is equally 
little reason to doubt that more effective measures for preven- 
tion of the disease will be attained, and also further develop- 
ments in the cure of syphilis in its early stages. The latter have, 
indeed, if the hopes based upon Ehrlich’s new remedy are well- 
founded, already been successfully started. 

The spirocheta pallida is present in all cases of syphilis, 
and is not found in any other disease. It has been found in 
every kind of syphilitic lesion, in the changes (reaction by 
tissues) provoked by the organisms. Mott states that 
Levaditi’s experiments suggest that they stimulate the fixed 
tissue cells to proliferate, and then invading this bed of young 
cells, rich in nuclein, the organisms by the action of some 


secretion or in some other way cause these young cells to undergo 
lysis, thus providing the necessary pabulum for their own 
growth and multiplication. Probably these young cells are 
more easily attacked and destroyed than the older ones, and 
this may be the reason why the spirochetes are found in such 
numbers in the foetal tissues in congenital syphilis. From the 
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seat of primary infection the spirochetes soon reach the nearest 
lymphatic glands, where they multiply in the sinuses and 
spaces, and then pass into the general lymph stream, infect 
distant glands, and by way of the thoracic duct may cause a 
general infection. The spirochetes have not been found in the 
cerebro-spinal fluid except in a few instances.* Hoffman has, 
however, succeeded in inoculating an ape with syphilis with 
cerebro-spinal fluid obtained free from blood from a man with a 
papular syphilide. 

It has been already stated that the course and manifestations 
of syphilis do not correspond with those of diseases produced 
by bacteria. Mott* has pointed out the great similarity of the 
histological lesions in the nervous tissues in chronic trypanosome 
infections, e.g. sleeping sickness, and dourine to syphilitic and 
parasyphilitic lesions. The universal perivascular infiltration 
in the central nervous system of lymphocytes and plasma cells, 
formerly thought to be pathognomonic of general paralysis and 
syphilis, he has shown to be equally characteristic of, and 
identical in, sleeping sickness, and gives the following points 
of resemblance and difference between sleeping sickness and 
syphilis.4 They resemble one another in (1) early phenomena 


of infection ; (2) a sore or other irritation at points of entry ; 


(3) period of incubation ; (4) invasion of local lymphatic glands 
leading to a general infection of the blood stream; (5) presence 
of erythematous rashes with constitutional disturbances due to 
migration of spirochetes into blood stream ; (6) the occurrence 
of polyadenitis and lymphocytosis. Points of difference are :— 


SYPHILIS. 

Invasion of nervous system in 
5 to 10 per cent. only. When 
spirochetes invade subarachnoid 
space they remain within lym- 
phatics, and do not become free in 
cerebro-spinal fluid. They are not 
found in blood, and multiply only in 
lymph-spaces and channels. 


SLEEPING SICKNESS. 

Chronic inflammatory affection of 
lymphatics of central nervous 
system. 

Subarachnoid space always in- 
vaded and trypanosomes free in 
cerebro-spinal fluid, and usually in 
blood. 


Mott suggests that the extreme activity of the trypanosomes 
of sleeping sickness enables them to penetrate the walls of the 
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capillaries, whilst the very slow and screw-like movements of the 
spirocheta pallida do not allow it to do so, and also that 
the deadly results of the Trypanosoma gambiense are due to 
the organism having acquired the power of passing into the 
subarachnoid space. 

Passing over the second point, the communication experi- 
mentally of syphilis to the higher apes, the third discovery is 
that of Wassermann’s and of other tests which in competent 
hands have already proved so valuable in diagnosis. For 
details as to these tests the reader may be referred to Mott’s 
admirable Morison Lectures, from which I have already largely 
quoted. A few words may be said as to the nature of the test 
in syphilis, and first may be mentioned the fat-like substances 
known as lipoid bodies contained in all living cells, and probably 
essential to their vital activity. They consist of (1) nitrogen and 
phosphorus free bodies, cholesterol-fatty acids and lipochromes ; 
(2) phosphorus free, but containing nitrogen, cerebrosides ; 
(3) nitrogen and phosphorus containing phosphatides, lecithin, 


myelin. Munk® showed that the presence of lipoid droplets in 


a cell indicated dissolution of the nucleus and destruction 
of the cell, so that lipoid substances in great abundance 
indicate the breaking up of the nucleus, which contains much 
phosphorus, and the cell-protoplasm into lipoid substances. 
Thus in diseases attended with the degeneration of neurones, 
e.g. tabes, general paralysis, thrombotic softening, etc., the 
destruction of the ganglion cells and neurones generally leads to 
the constant presence in the cerebro-spinal fluid of cytolytic 
products, lipoids, phosphatides and cholestol, globulin and 
nucleo-protein. These products act as irritants, and excite a 
lymphocytosis in the cerebro-spinal fluid, cell-infiltrations, and 
changes in the ependyma of the ventricle. This lymphocytosis 
is most marked in the parasyphilitic affections in which also 
the above substances are found in greatest abundance... Although 
it has now been shown that the syphilitic virus induces 
metabolic changes, whereby larger amounts of lipoid substances 
are present in the serum and cerebro-spinal fluid in general 
paralysis and tabes than in other diseases, yet these substances 
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also exist in normal serums, and the change is therefore rather a 
quantitative than a qualitative one. 

Levaditi and Yamanouchi state that in Wassermann’'s 
reaction the use of extracts of liver as antigen depends on the 
presence of bile salts and (lecithin-containing) lipoids, and 
certain substances in the serum which are not syphilitic anti- 
bodies, but bind up with certain constituents of normal and 
syphilitic tissues. The serum reaction of syphilis and general 
paralysis is the same, and has no relation to spirocheta pallida, 
and is not due to the intervention of syphilitic antibody or 
antigen in the usual sense of these words. 

They consider that Wassermann’s reaction is due to the 
presence in the serum and cerebro-spinal fluid of unknown bodies, 
which may be cholesterol-esters, which precipitate and deter- 
mine the fixation of the complement in presence of bile salts, 
soaps, lecithin, etc. Wassermann’s reaction is caused by a 
histogenic and not a bacterial substance, and is quantitative 
and not qualitative. 

These new views do not militate against the clinical importance 
of the test. Mott thinks it probable that the syphilitic virus 
brings about an increased loosening of the complex lipoids 
containing lecithin and cholesterin from the cells of the body 
and the red corpuscles of the blood throughout life. In tabes and 
general paralysis this affects the central nervous system, which 
normally is protected against the loss of its lipoid substances, 
and hence their presence in the cerebro-spinal fluid. 

To conclude, Wassermann’s reaction is positive in nearly 
all cases of syphilis, is a specific reaction, but does not indicate 
the organ affected. It may be obtained after twelve to fourteen 


days in primary syphilis. As it is a complicated process, 
difficult to carry out, efforts have been made to simplify it. 
The most promising modification seems to be Fleming’s test.® 
This depends upon the fact that human serum is normally 
hemolytic to the red corpuscles of the sheep. The three 
bodies required for this test are therefore the antigen (extract 
of liver or heart muscle), the suspected serum, and washed 


sheep’s corpuscles. 





ON CEREBRO-SPINAL SYPHILIS. y 


Noguchi’s test depends upon the presence of a globulin 
in the blood serum and cerebro-spinal fluid in syphilis. The 
slightest trace of blood in the latter renders it valueless for this 
test. This globulin has been identified with euglobulin. 
Noguchi states “‘ that the high value in complement binding 
exhibited by blood serum from syphilitics and by spinal fluids 
from general paralysis is associated with an excessively high 
content of globulin, but there does not exist a direct quantita- 
tive relation between the two.’’7 

We may now turn to the results obtained by the application 
of Wassermann’s, Noguchi’s and Fleming’s tests in the diagnosis 
of cerebro-spinal syphilis and parasyphilitic affections. I am 
much indebted to Mr. Scott Williamson, Pathologist to the 
Bristol General Hospital, for kindly giving me the results of his 
researches into the comparative value of the different tests. 
Mr. Williamson considers that Wassermann’s reaction with 
careful technique is a quantitative method, and that Noguchi’s 
modification falls into the same category. A negative result from 
Fleming’s and Sabrazé’s methods always went with a negative 
Wassermann, but with positive result from the two former seven 
cases failed to give a positive result by Wassermann used 
quantitatively. It would therefore seem that a negative 
Fleming or Sabrazé is more reliable than a positive. 

Wassermann’s and Fleming’s reactions behave similarly 
under mercurial treatment. The reaction may disappear in a 
varying time—on an average five to thirteen months in 
Mr. Williamson’s cases. It may not disappear under the most 
energetic administration of mercury. 

The accompanying table gives the chief results. 

Other tests of much value in syphilis and parasyphilis of 
the central nervous system are the presence of a lymphocytosis, 
and of globulins in the cerebro-spinal fluid. LLymphocytosis is 
most marked in parasyphilitic affections, namely tabes and 
general paralysis. 

Nonne and Holzmann* conclude from a study of nearly 
300 cases that (1) in tabes and general paralysis, lymphocytosis 
and globulin reaction are present almost without exception, 
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including incipient cases. (2) Both only seldom fail in cerebro- 
spinal syphilis. (3) Their results with Wassermann’s reaction 
are given in Table I. They lay stress upon the constant 
presence of a marked reaction in the cerebro-spinal fluid of 
general paralysis, and its absence or feebleness in tabes as a 
distinction between the two diseases. (4) If this test is positive 
in epilepsy or tumor cerebri, the epilepsy is a sign of cerebral 
syphilis, and the tumour is a syphilitic neoplasm, or the patient 
is suffering from syphilis of some other organ. (5) Lympho- 
cvtosis and the globulin reaction are not causally related to 
Wassermann’s reaction in the cerebro-spinal fluid. In 
syphilitic disease of the nervous system all four reactions, e.g. 
lymphocytosis, globulin-reaction and Wassermann’s reaction for 
serum and cerebro-spinal fluid, are in their intensity and relation 
to each other independent of the stage and course of the disease. 

Eichelberg states that there is no regular correspondence 
between the Wassermann and globulin reactions. The latter 
is more often positive than the former in early cases of general 
paralysis, tabes and cerebro-spinal syphilis. 

Further points made by various observers are that the 
Wassermann reaction is never positive in the cerebro-spinal 
fluid unless it is positive for the serum, that a negative result 
in the serum renders general paralysis unlikely, and that in 
syphilitic patients with positive serum reaction and a normal 


central nervous system the cerebro-spinal fluid is negative. 


The test is as a rule negative for the cerebro-spinal fluid in cases 
of cerebro-spinal syphilis where the serum is positive. A 
positive Wassermann reaction does not necessarily accompany 
an excess of lymphocytes. In initial and stationary cases of 
general paralysis and in old cases of tabes a positive result 
is not obtained so constantly in the cerebro-spinal fluid as in 
the serum. Zaloziecki holds that in a very early stage of 
general paralysis a negative result does not absolutely exclude 
the disease, and Jackowski and Rajchmann state that re- 
missions in this disease correspond to a more or less complete 
disappearance of the reaction. 

The effect of mercurial treatment in cerebro-spinal syphilis 
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is to abolish the reaction after a varying time; it may again, 


however, become positive. Treatment by inunction and by 
injections of mercury is more effectual in this respect than by 
the mouth. Treatment is also more effective in recent cases 
of syphilitic infection. 

Lastly, the reaction may throw light on the causation of 
cases not otherwise recognised as syphilitic. Thus Ledermann® 
in twenty-three cases of apoplexy found that in ten with a 
history of syphilis, six, and in thirteen with no such history, 
three gave a positive reaction; in twelve cases of aortic 
aneurysm the reaction was positive in ten; and the same 
result was obtained in fifty per cent. of cases of arterio-sclerosis, 
the last, if confirmed by other workers, a suggestive result. 


In the action of the syphilitic virus on the central nervous 
system two very different effects are to be distinguished from 
the outset. Perhaps the most striking characteristic of the 
nervous system is the extreme differentiation in function of 
its various parts. In connection with this differentiation the 
selective action of poisons of all kinds is a marked feature of 
toxic influences upon it. This effect of various poisons, e.g. 
that of diphtheria in producing paralysis of accommodation, 
is too well known to need recapitulation. In studying the 
effects of the syphilitic virus, such selective action is found 
to be confined to what are known as para- or meta-syphilitic 
affections. I hold with those who consider that tabes and 
general paralysis are the sequels of a previous syphilitic infection. 
These affections present examples of the selective action of 
poisons directly or remotely due to syphilis. There are 
(1) the Argyll-Robertson phenomenon, which does not belong 
to cerebro-spinal syphilis, but is a feature of parasyphilis; 
(2) the decay of certain fibres of the posterior or sensory nerve 
roots in tabes; (3) in general paralysis, the destruction of 
cortical neurones, etc.; (4) primary optic atrophy; (5) tabo- 
paralysis. 

In cerebro-spinal syphilis, on the other hand, there is no 
evidence of any such selective action of poisons. Its results 
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are due to the long-recognised anatomical lesions of syphilis 
in the meninges, vessels, and supporting framework of the 
‘central nervous system, and the changes in the nervous elements 
secondary to these, and produced by interference with their 
nutrition, and by compression from gummatous exudations 
and tumours. These anatomical changes are uniform in syphilis. 
At all stages there are exudations of small round cells, necrosis 
of some of them probably by the destructive action of spiro- 
chetes, endarteritis and organisation later of such fibroblasts 
as escape destruction into sclerosing tissue. 

A feature in the course of syphilis that has hitherto not 
been explained, but which seems likely to be cleared up by 
modern investigation, is the occurrence of gummatous or 
vascular lesions long after the primary infection. After long 
years of apparent freedom a person may develop tertiary 
symptoms. Once infected, the patient may be liable to 
syphilitic manifestations during the rest of his life. Further, 
the syphilitic process may modify or impress its specific 
characters upon the reaction of the tissues to any subsequent 
injury. This question is especially important in syphilitic 
nervous diseases, because they so frequently occur at long 
intervals after primary infection. 

The late occurrence of vascular lesions is not difficult to 
understand, for from its known action on the arteries syphilis 
should produce a slowly-advancing change in them, which 
would lead after a considerable interval of time to narrowing 
and ultimate thrombosis, and hence to hemiplegia or paraplegia. 
The mode of production of late gummata is more obscure, but 
an explanation may be found in the discovery of spirochetes in 
tertiary lesions. This has been a matter of considerable diffi- 
culty, and for some time they were not found, but in a few 
instances they have now been demonstrated in gummatous 
tumours, and in the lesions of syphilitic aortitis. Moreover, 
though tertiary lesions are very rarely infective, Hoffmann suc- 
ceeded in inoculating an ape from a gumma in a man 33 years 
after infection. Hence it is possible that the spirochete may 
remain long latent in the tissues and yet be potent for mischief. 
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It is a common clinical experience that a gummatous lesion 
may arise at the seat of a blow or other injury. Mott ?° suggests 
as possible explanations other than the above—from which it 
would be necessary to suppose that the organisms must be 
widespread in the tissues for a chance injury to rouse them into 
local activity, of which evidence is lacking, and which seems, 
perhaps, inherently improbable—that the spirochetes have 
remained in some other tissue, e.g. the bones or spleen, and 
escaping thence, act by a kind of metastasis, or that there are 
forms of trypanosomes having a special affinity for particular 
tissues, of which there is a certain amount of evidence in the 
known instances of several cases of general paralysis following 
svphilitic infection from the same female; oragain,the hypothesis 
above mentioned, that syphilitic infection so modifies tissue 
changes in the affected person that any inflammatory process 
shows itself in the peculiar form of the syphilitic lesion. 

Passing on now to the clinical features of cerebro-spinal 
svphilis, we find that they depend on several pathological 
processes, which it is often difficult to differentiate from each 
other at the bedside. Briefly, they comprise disease of the 
vessels and the results of this, new formations or gummata, 
and inflammations of a specific or gummatous character, 
especially in the meninges. The symptoms of cerebro-spinal 
svphilis are not so often produced by one of these processes 
only as by two or more occurring together in varying combina- 
tion and relative intensity. 

It is convenient to divide the cases into cerebral and spinal, 
and in some the disease so obviously affects either the brain 
or cord almost exclusively that this distinction is justified. 
However, even when such cases, in which symptoms referable 
either to brain or to cord dominated the clinical aspect, come to 
pathological investigation it is often found that all parts of 


the central nervous system are in some degree involved. Bearing 
in mind this fact, and also the difficulties of differential diagnosis 
between the several pathological processes, cases of cerebral 
svphilis may be further divided into those with (1) vascular 
lesions, (2) gummata, (3) meningitis only, and (4) those with 
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vascular and meningeal lesions or gummata in combination. 
Especially in the last group both brain and spinal cord are 
affected together, and there is often a clinical combination at 
once suggestive of syphilis, a triplegia, a paralysis of one arm 
and both legs. Taking cases of triplegia first, the history of 
many is that the patient has had an attack of hemiplegia, due 
to syphilitic endarteritis, from which recovery has been more 
or less complete; and then after a variable interval, in the 
majority about two to three years, but sometimes much longer, 
even twenty years, paraplegia develops; or more commonly 
the hemiplegic leg has never completely recovered, and this 
‘disability increases together with the development of spastic 
paralysis in the leg hitherto unaffected. The type of para- 
plegia in these cases is generally spastic, with much rigidity 
and exaggeration of reflexes, but little affection of sensation. 
No doubt this condition may be due to a patch of thrombotic 
softening in the cord, or to a localised meningitis, but in some 
patients the signs are suggestive of a slowly-spreading pyramidal 
tract degeneration. In view of the observations of Dr. Gordon 
Holmes and others, referred to later, the latter mode of origin, 
however, is open to question. The prognosis in these case* 
is bad; I have only once seen a good recovery. 

In considering cerebral syphilis, the space at my disposal 
will only allow me to refer to special points. In cases of 
cerebro-spinal syphilis some change in the mental processes 
is generally present, and too much stress can hardly be laid 


upon the diagnostic value of this. It is especially important 


amongst the prodromal signs, the patients often being apathetic, 
drowsy, forgetful, neglectful of work or duty, irritable or pas- 
sionate. Of all prodromal signs the most frequent is headache, 
generally with nocturnal exacerbations. Of great importance 
are recurring paralyses, which are more frequently due to 
syphilis, especially in patients under forty-five years of age, 
than to any other cause. The occurrence of transitory aphasia, 
transient or permanent cranial nerve paralyses, and epileptiform 
fits in an adult not previously subject to epilepsy, should always 
suggest an inquiry.as to previous syphilitic infection. 
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1. Incerebral vascular syphilitic lesions the early recognition 
of the nature of prodromal symptoms, amongst which recurring 
paralysis may be especially mentioned, is particularly important, 
in order that treatment may be instituted before the affected 
vessel is completely occluded ; for, as has been often pointed 
out, once the vessel is closed, and necrosis in the area supplied 
by it has occurred, the result is the same, to whatever cause, 
syphilitic or other, the closure of the vessel is due. The common 
consequence of this form of cerebral syphilis is hemiplegia, with 
or without aphasia ; syphilitic endarteritis in the retina is not 
uncommon, and is a valuable aid in diagnosis. 

The most common cause of the hemiplegia is thrombosis. 
Dr. Head considers that hemorrhage is more frequent in 
cerebral syphilis than is generally held. The difficulty of 
distinction is, however, great. The final occlusion by a clot 
of a partly-obliterated vessel may be sudden, and before 
the final catastrophe the symptoms may not have been 
sufficient to bring the patient to the doctor. In two of the 
forty-eight cases of cerebral syphilis on which these remarks 
are based a diagnosis of hemorrhage appeared legitimate. The 
onset was apoplectiform with deep coma, and the resulting 


lesion was a hemiplegia of the ordinary type. 


In the diagnosis of such cases from those of simple apoplexy 
the Wassermann test, the investigation of the cerebro-spinal 
fluid for lymphocytosis and a globulin reaction are of value. 
Although in such cases the prognosis as to recovery would hardly 
differ from that of simple apoplexy, prompt institution of anti- 
syphilitic treatment is important to prevent extension of the 
disease to other vessels. 

Of what value these reactions may be the following instance 
shows. 


A coachman, aged 37, was admitted with the history that 
seven days before he was taken ill with a high temperature and 
aching pains in the limbs; at the same time he spoke oddly, 
and left out words in talking. Two days later he became 
completely aphasic, and lost the use of his right arm. Seven 
months before this he had been thrown out in a carriage accident 
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and cut his head ; shortly afterwards he had total paralysis of 
the right third nerve, which passed off after some time. 

On admission the right arm, right side of face, and right half 
of tongue were paralysed. The deep reflexes were exaggerated, 
and the abdominal absent on the right side. The pupils were 
unequal, but reacted to light and accommodation. He couid 
only say a few monosyllables, used “ yes’ and “ no”’ indiffer- 
ently in reply to questions, had difficulty in repeating words 
said to him, and also in understanding simple sentences, e.g. he 
did not always correctly carry out simple movements when 
ordered to do so. He did not speak spontaneously. He could 
read aloud to a small extent, short words only, and then often 
substituted wrong ones, and did not understand what he was 
reading. Under these circumstances it was impossible to get 
an accurate medical history from him, but so far as could be 
understood he positively denied any venereal affection. 
Examination of the cerebro-spinal fluid, however, showed the 
presence of a decided lymphocytosis, and Noguchi’s test was 
positive. 

On this account active treatment with mercurial inunctions 
and iodide of potassium was begun without delay. He made 
rapid improvement: the arm began to recover first, then the 
speech very slowly, but it was three weeks before he began to 
attempt spontaneous speech. 

In the sequel he was able to return home in six weeks’ time, 
having recovered the use of his arm. He was able to write a 
letter, could read the newspaper and understand what he read, 
would reply to questions correctly, and to a certain extent 
spontaneous speech, though imperfect, had now returned. 
Before he left he told us that he had contracted syphilis at the 
age of twenty. The prompt institution of treatment was no 
doubt largely incidental to his recovery. 


2. Cerebral gummata. As a gumma generally grows into 
the brain from the meninges it will first invade the cortex, and it 
is often therefore associated with Jacksonian and sometimes 
with general epileptiform attacks. It is rarely possible to 
diagnose a gumma as an isolated lesion, and post-mortem cases 
generally show concomitant meningitis or vascular disease. In 
some instances, however, clinical symptoms point to a gumma as 
an isolated lesion, and pathological investigation confirms this. 
Such gummata may occur in the substance of the cerebrum, 


cerebellum, or, as in one of my cases, in the medulla oblongata. 
The signs will then be those of a cerebral tumour ; optic neuritis. 
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is not invariable, but is generally present, and is sometimes 
intense. Should the gumma be in a position to cause hemiplegia, 
this will be like that produced by other tumours, gradual in 
incidence, and of longer duration than that produced by 
vascular lesions. 

Perhaps this is the place to put in a word against the 
administration of large doses of potassium iodide indiscrimi- 
nately in all cases of intra-cranial tumour on the chance of their 
being syphilitic. Now that the tests mentioned above are 
available for diagnosis, such treatment is, to my mind, neither 
scientific nor justifiable. The condition of the patient deterio- 
rates under the treatment, and valuable time is lost in deciding 
on the only real means of relief—operation—which all recent 
experience shows must be carried out early if it is to be successful 
in cases of cerebral tumours. A possible exception is, if the 
diagnosis can be made, that of inoperable sarcoma, in which, 
as in sarcoma of other parts of the body, large doses of potassium 
iodide may diminish the rate of growth of the tumour, or even 
check it for a time, but even here the best procedure would be a 
decompression operation. 

In three of my cases it was possible to make the diagnosis 
of an isolated gumma. One of them died two days after 
admission, and the sole lesjon was a large gumma of old standing 
in the left frontal lobe, which, if the patient had not been 
moribund on admission, could have been removed by operation. 
The other two made a very fair recovery under mercurial 
inunctions. 

3. In cerebral meningitis there is a well-marked division of 
cases according to the affection of the base, convexity of the 
brain, or the membranes generally. In the two latter forms 
mental symptoms are as a rule present, and in about half the 
cases are pronounced, forming a marked clinical feature. The 
prognosis as to recovery has not seemed to me to be so good as 
in basic meningitis. In gummatous basic meningitis paralysis of 
the cranial nerves is the characteristic feature ; the subacute 
ophthalmoplegias belong here, and paralysis of one side of the 


tongue, palate and one vocal cord is a well-known combination. 
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The tongue is sometimes affected alone, showing hemiatrophy. 
When the disease affects the convexity, tenderness of the skull, 
either localised or general, is often present, headache is most 
intense and persistent, and there may be syphilitic disease of 
the bones of the cranial vault. In the following case an opera- 
tion was undertaken for the relief of pain and of blindness, due to 
optic neuritis, and it illustrates the difficulties likely to be met 
with, and the advantages to be obtained by operation, and also 
the improbability of a permanent cure. 


Annie P., aged 38, single. Previous to 1904 she always 
enjoyed good health. No history of any syphilitic manifesta- 
tion could be obtained. In 1904 she began to suffer from 
nocturnal attacks of intense headache and vomiting of cerebral 
type. These continued through 1905, and she was in the 
Hospital twice on that account. On the second occasion there 
was a large tender node on the skull above the right occipital 
protuberance, which disappeared almost entirely under treat- 
ment with mercury and iodide of potassium. One day early 
in 1905 she was suddenly taken with loss of vision and vertigo. 
Subsequently she had frequent attacks separately of (1) loss of 
vision for one to two minutes ; (2) vertigo, in which there was 
twitching of the left arm and leg muscles, but never loss of 
consciousness. At first she had diplopia, lasting a few weeks, 
and passing off. Her vision steadily deteriorated, first in the 
right eye. She was found by Mr. Walker to have intense optic 
neuritis. All these symptoms diminished for a time under 
specific treatment, but early in 1906 returned with greater 
intensity, and vision deteriorated in spite of active treatment, 
until on March 16th, 1906, she had barely perception of light. 
There had been again for some time a tender bony swelling, 2} 
inches above and in front of the right external occipital protu- 
berance. She was dull and drowsy, with marked slow cerebra- 
tion, and the optic neuritis had persisted or increased. Under 
these circumstances I asked Mr. Firth to trephine over the 
bony swelling, and on doing so he exposed a large patch of carious 
bone. Trephining was a matter of great difficulty, as the bone 
was 3} inches thick, and dense, like ivory ; a large area was even- 
tually removed. The dura mater was adherent to the bone, 
and on incising it a diffuse granulation-like tissue was found 
invading the cortex, occupying the whole area exposed, and 
extending forwards under the cranium. As much as possible 
was removed, and the wound closed. The patient made a good 
recovery. The effect of the operation was seen immediately. 
The headache and vomiting, previously persistent, ceased at 
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once ; the following day she recognised her brother, and could 
see the pictures on the wall, and in a week could tell the time 
by her watch. Ina month’s time she was able to return home, 
resume her house-work, go out alone, and to write but 
not read. She remained well until August, 1907—fifteen 
months—when the sight began to fail, and the headaches and 
vertiginous attacks to return. Vision was reduced to a small 
chink, due to secondary atrophy resulting from the neuritis. 
She gradually became almost entirely blind from this cause, 
with return of cerebral symptoms, and appearance of left 
hemiplegia, and I believe died about two years later. 


The occurrence of meningitis soon after primary infection is 
of considerable importance. In one of my cases meningitis 
(brain), with marked mental symptoms and slight optic neuritis, 
came on in a man, aged 20, five months after the infection. In 
another the symptoms were spinal, and were unmistakably 
those of spinal meningitis ; they appeared three months after 
the primary chancre. Mott!! in opening the discussion on 
‘“‘ Syphilis of the Nervous System ”’ at the Neurological Section, 
gave two examples of this early meningitis, and quoted a case re- 
ported by Goldflam in which symptoms of meningitis appeared 
one month after the chancre, and also one observed by Boidin 
and Weil, in which infection took place in June and signs of 
meningitis appeared in August, and four days later the roseolous 
rash came out. Lumbar puncture showed a pure lymphocytosis, 
and other observers have noted a lymphocytosis in the cerebro- 
spinal fluid during the secondary period. Mott suggests that 
the modern conception of the roseolar rash as due to the escape 
of spirochetes from the cutaneous capillaries makes it possible 
that a similar affection of the meninges may occur, and further 
that in rare instances the spirochetes in the blood may affect 
the meninges before the skin. Both my cases made a speedy 
and complete recovery under mercurial inunction, and the same 
result was obtained in the other cases mentioned above. 

With regard to the group of cases in which the signs indicate 
co-existent vascular and meningeal lesions (gummatous menin- 
gitis), like the cases of triplegia mentioned above, evidence of 
vascular disease in the shape of an attack of hemiplegia not 
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infrequently precedes the more general symptoms by two or 
three years. Apart from these preceding attacks of hemiplegia 
the onset is gradual in all. Optic neuritis is present in a few, 
and syphilitic disease of the retinal vessels is sometimes found, 
as in the cases of uncomplicated vascular lesions. Symptoms 
of mental disease are more pronounced than in any other form 
of cerebral syphilis, and occasionally end in syphilitic dementia, 
so that the patient has to be removed to an asylum. When 
mental symptoms are predominant in the case, they do not 
appear to be associated with predominance of any one form of 
lesion especially. The prognosis is in my experience bad. No 
case completely recovered, and improvement only took place 
to a limited extent. 


There may be difficulty in diagnosis from general paralysis, 


but expansive ideas and delusions are generally absent, the 
mental changes are associated with various sensory or motor 
paralyses, hemiplegia, aphasia, cranial nerve palsies, etc. The 
Argyll-Robertson phenomenon is not present. The cerebro- 
spinal fluid shows a less-marked lymphocytosis than in general 
paralyses, and as a rule does not give the Wassermann reaction. 
Lastly, there is a varying degree of recovery under treatment. 
However, Turner points out that some cases which apparently 
begin as cerebral syphilis end as general paresis. 

Turning now to some special symptoms of cerebral syphilis, 
out of forty-five cases optic neuritis occurred in nine, and in 
seven of these there were signs of meningitis with or without 
other lesions. In four cases, with diffuse cerebral lesions, optic 
atrophy was found either in one or botheyes. Epileptiform fits, 
indistinguishable from the attacks of general epilepsy occurred 
in seven cases, in two being associated with localised fits (Jack- 
sonian epilepsy). In two cases fits were the first, and for some 
time the only, sign of cerebral syphilis, and in three more con- 
stituted the most serious and prominent symptom. They were 
not present in any of my cases of spinal syphilis. The fits were 
of the major type, one patient only had attacks of petit mal. 
I bring forward these facts because syphilis has been held to be a 
doubtful cause of epileptic attacks. Recent observations go to 
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show, however, that epileptiform attacks which cannot be 
clinically distinguished from those of idiopathic epilepsy occur 
for which no other cause than syphilis can be assigned. Cerebral 
syphilis is of course a well-known cause of Jacksonian epilepsy. 

Dr. Head, ? in the discussion already alluded to, referred to 
the occurrence of convulsions and epileptiform attacks in the 
early stages of syphilis, and Dr. Wilfred Harris mentioned three 
cases of syphilitic epilepsy arising without any apparent cause, 
in which there was a strong probability that the lesion was a 
diffuse meningitis. Certainly in epilepsy starting in adult life 
syphilis should be remembered as a possible cause, and in case of 
doubt a Wassermann’s test carried out. Unfortunately the 
results of treatment are often disappointing, the fits tending to 
persist 

I have dealt with the question of the occurrence of the 
Argyll-Robertson phenomenon elsewhere, !* and shall not say 
more than that in its fully-developed form, not a mere sluggish 
reaction of the pupils, I do not believe that it occurs in cerebro- 
spinal syphilis, but that its presence is an indication of a further 
degenerative change in the central nervous system, that is, of 
parasyphilis. Thus in any case in which it is found it must 
arouse fear of tabes or general paralysis, or possibly of some 
other degenerative (parasyphilitic) affection in the future, if 
signs of such disease are not already manifest. In sixty-seven 
cases of cerebral and spinal syphilis this sign was present in four 
cases, of which one developed tabes later, a second was possibly 
a general paralytic, the third had Erb’s syphilitic spastic para- 
plegia, and in the fourth the sign present at first cleared up under 
treatment. In six the reaction to light was distinctly present 
but sluggish, and in three of these also improved by treatment. 

A few further points may be added as to the prognosis in 
cerebral syphilis. In purely vascular lesions, even if treated 
early, the prognosis is not good, and as we have seen, hemiplegia 
of vascular origin may be followed a few years later by diffuse 


vascular and meningeal lesions ; hence the very great importance 
of thorough treatment, and of seeing that the patient returns 
for fresh courses of treatment, although keeping well, at suitable 
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intervals. In cases of isolated gumma and of pure meningitis 
the prognosis is fairly good, and there seems less tendency to a 
recurrence of fresh lesions. Rumpf considers that if the cranial 
vault is affected the result is likely to be unfavourable. 
Naunyn’s '4 tables state that there is no material difference in 
percentage of cured and uncured cases, whether considered 
from the point of view of age at onset of symptoms, or whether 
they occur within a short interval or over ten years after 
infection. 

Generally speaking, the ultimate prognosis when the symp- 
toms indicate extensive lesions is not good. Although the 
immediate results of treatment are often very satisfactory, yet 
there is a strong tendency to the return of the trouble in the 
same or other forms of lesion, with the final result of a decided 
and permanent impairment of the patient’s mental and physical 
capacity. He is no longer the same man in his business or 
profession, which he now carries on with less energy and ability, 
or too often is unable to carry on at all. Further, in the 
majority of cases life is shortened. 


Syphilitic Affections of the Spinal Cord. 


In syphilitic affections of the spinal cord the symptoms in 
many cases are not solely confined to it; thus there may be a 
transitory or permanent paralysis of a cranial nerve, especially 
of the third nerve, as for instance a temporary diplopia. Other 
signs indicating a general affection of the nervous system may 
occur, and perhaps be obscured by the predominance of the 
spinal symptoms. Thus some change in mentality, such as 
apathy, forgetfulness, cr some confusion of ideas may be present 
and form an important factor in the elucidation of an obscure 
case. 

The spinal symptoms themselves have often a somewhat 
bizarre character, and do not correspond with well-defined 
disease of the systems of neurones in the cord. The state of the 
reflexes may be contradictory, perhaps absent on one side or 
in one segment of a limb and exaggerated on the opposite side 


orin other segments. The presence of symptoms of mixed origin 
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at different levels of the cord, indicating a wide-spread extent of 
disease and suggesting a variety in the pathological lesions, is 
of itself of diagnostic value. This wide extent and variety in 
the nature of the lesions has been laid stress upon by many 
observers. 

Speaking generally, the chief symptoms are spastic paresis 
or paralysis with some ataxy, exaggeration of the deep reflexes, 
often to a marked degree, early affection of the bladder, and 
root lesions. 

Of pure meningitis there was one example in twenty-one 
cases analysed for this lecture, and that one, which occurred 
three months after infection, has been described above. A 
passing mention may be made here of the condition of chronic 
localised meningitis of the cord with a local collection of the 
cerebro-spinal fluid, occurring generally in the lower dorsal 
region, and giving rise to symptoms which resemble those of an 
extra-medullary tumour. This condition is sometimes the 
result of syphilis.15 I have once seen an instance of an isolated 
gumma of the cord (not included in the present series). It was 
not diagnosed during life. The patient died of a syphilitic visceral 
disease. The signs of this rare condition would be those of a 
tumour of the cord. 

The most common condition in cases of spinal syphilis is 
that generally entitled meningo-myelitis. This term is, however, 
not a very exact one, for in the majority there seems to be no 
inflammation of the cord itself, but compression of its circum- 


ferential zone from meningeal exudation, and patches of softening 
due to vascular thrombosis. Out of a large number of patho- 


logical observations, Gordon Holmes '* found only one case in 
which there was a true myelitis. The usual changes were a 
diffuse meningitis or thickening of the soft membranes of the 
cord, in varying degree at different levels, with infiltration of 
round cells around the vessels. The cord itself suffers from 
compression and interference with its blood supply, but is not 
actually invaded by the disease. In addition there are peri- 
and endo-arteritis of the meningeal and intra-spinal vessels, 
and local patches of softening arise from thrombosis of them. 
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The tracts in the cord most affected were the spino-cerebellar, 
direct cerebellar, and Gowers’s tract, hence the ataxy that so 
often accompanies syphilitic spastic paraplegia: the dorsal 
columns escape to a remarkable degree. He also emphasises 
the fact that such changes generally occur throughout the 
nervous system, and are not confined to the cord. 

In my experience the onset is acute, rarely sudden, or gradual 
in about equal numbers. Dr. Head thinks that the prognosis 
is less favourable in cases of sudden onset, but so far as my cases 
go the result bore no distinct relation to the mode of onset. 
Incontinence of urine, and often of feces, is a common and early 
symptom. Recovery to the extent of ability to return to full 
work occurs in only a small proportion ; in the rest it is partial 
only, which generally means that some degree of spastic paresis, 
with defective control over the bladder, remains. 

The disturbances of sensation are, speaking generally, less 
than those of motion, and recovery from them earlier and more 
complete. Sensation of any kind is most often not completely 
lost, but only partially affected. I have found loss to heat and 
cold most marked and most frequent, next loss to pain (pin- 
prick), whilst tactile sensation, though often impaired, was not 
so completely affected. Signs pointing to a lesion of a particular 
nerve-root or roots are not infrequent, and are valuable in the 
differential diagnosis. The variable condition of the reflexes, 
and want of correspondence in the alterations on the two sides 
or in one limb, have been already alluded to as a diagnostic 
feature. Thus one knee-jerk may be normal and the other 
exaggerated, both limbs being paralysed or paretic, or the knee- 
jerks may be normal with double ankle-clonus, an extensor 
plantar reflex in one foot and flexor in the other. 

The appended charts illustrate some of the sensory changes 
met with, and in the description the state of the reflexes is also 
given. 

An incomplete or modified Brown-Séquard syndrome may 
be present, and this also occurs in the rare cases of an isolated 
gumma in the substance of the cord. In this incomplete form 
this syndrome is more often found in syphilitic than in any 
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EXPLANATION OF FIGURES. 


In the figures the distribution of sensory loss to light touch is indicated by vertical 
shading; to pain (pin-prick) by horizontal shading; to heat and cold by oblique 
shading. 

The depth of shading roughly indicates degree of sensory loss. 


Fig. 1.—Paraplegia. Diffuse meningitis In addition there was loss of muscular 
sense. Muscles of legs were wasted, with much diminished electrical reactions. 
Incontinence. Right knee-jerk normal, left absent. Superficial reflexes absent. 


Fig. 2—The same case after two months’ treatment, when a very considerablé 
degree of motor power had been recovered. Oblique shading indicates loss of sensation 
to cold only. 


Fig. 3.—Paraplegia: sensory loss of moderate degree Root-lesion at 11th to 
12th dorsal. Right knee-jerk normal, left exaggerated. Right ankle-jerk normal, left 
ankle-clonus. Right plantar flexor, left extensor. Loss of muscular sense (partial) 
in left leg only. 


Fig. 4.—Paraplegia. Hyperesthesia. Zone of hyperesthesia at level of r1th 
dorsal, as shaded, and on areas shaded on legs and feet. Legs spasmodically contracted 
and drawn up on abdomen. Knee-jerks absent. Double ankle-clonus. 
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other spinal-cord disease, but in its fully-developed form is 
not often seen. Dr. Wilfred Harris points out that in these 
cases the crossed analgesia does not rise to nearly so high a 


level upon the body as the motor palsy. 

As in all these cases, thorough and especially early treatment 
is all-important as regards recovery, it is essential to recognise 
the initial symptoms. The first is generally pain, either in the 
back or legs, or often in the distribution of one or more nerve- 
roots, or a girdle-pain which, as a root-symptom, persists 
throughout the course of some cases. Then signs of what is now 
‘intermittent claudication”? may precede the 


often called 
paralysis, that is to say transitory attacks of paresis or even 
paralysis of the legs, brought on by exertion and disappearing 
again on resting. Transient paresthesiz in the legs or slight 
loss of control over the bladder are also important, and lastly 
may be mentioned again the not infrequent coincidence of signs 
of intra-cranial affection. In any case a lumbar puncture 
should be made, the spinal fluid examined for lymphocytosis 
and for globulin, and in case of doubt Wassermann’s or 
Fleming’s test carried out. These tests will also be valuable 
where the multiple and widely-spread lesions of cerebro-spinal 
syphilis give rise to symptoms which may occasionally simulate 
those of disseminated sclerosis, although if due attention be 
paid to the distinctive signs present of either disease there should 
be no difficulty in diagnosis. 

Sometimes the symptoms set up by a chronic syphilitic 
spinal meningitis may suggest the presence of tabes dorsalis. 
This is of interest, because of the view held by some observers 
that the origin of the tabetic lesions is in a meningitis at the 
point of entry of the posterior roots into the cord. So far as I 
am able to judge this view is not borne out by the pathological 
data. In a chronic syphilitic meningitis, however, the Argyll- 
Robertson pupil is absent and there is the variability in the 
state of the deep reflexes already discussed. Examination of the 
cerebro-spinal fluid would show more pronounced lymphocytosis 
in tabes, and possibly a positive reaction of the fluid to 
Wassermann’s test. Further points given by Mott are the 
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subacute onset, more rapid development, and earlier appearance 
of the disease after the primary affection in syphilitic meningitis 
than in tabes. 

There is a group of cases of spinal syphilis, clinically well 
defined, which was first differentiated by Erb in 1892, and is 
therefore often called Erb’s syphilitic spinal paralysis. It is 
a very chronic affection, and in the cases I have seen developed 
late, from twelve to twenty years, after the primary infection. 
In some also of the cases of triplegia, in which paraplegia is 
slowly engrafted on to a previous hemiplegia, the disease is of 
this type. The onset is gradual, and the symptoms are, in brief, 
a spastic paraplegia or paresis combined in some with a certain 
amount of ataxy, often with hypotony, greatly exaggerated deep 
reflexes and extensor plantar reflex, sometimes pain in the back 
and legs or girdle-sensation, loss of sensation often absent and 
in all cases slight, and early involvement of the bladder. The 
great exaggeration of the deep reflexes with ankle and knee 
clonus, out of proportion to the degree of paralysis, is character- 
istic, as is also the combination of hypotonus with a spastic 


gait. The disease is slowly progressive, but sometimes remains 
stationary at a certain stage. Prognosis as to recovery is not 


good. 

The pathology of these cases is somewhat unsettled. 
Probably the pathological lesion underlying the apparent 
‘clinical uniformity is not always the same. Erb concluded 
that the disease is due to a combined system affection 
of the lateral and posterior columns with or without a 
transverse lesion in the dorsal cord. A point at issue is 
whether a pure degeneration limited to the pyramidal tracts 
occurs as a consequence of syphilis and accounts for some of 
these cases. If so, such a degeneration on the motor side 
would presumably be comparable to that in tabes on the 
afferent side, and be classed amongst the ‘“ parasyphilitic ”’ 
affections. 

Harris'? quotes Wimmer as stating that such a pure 
-degeneration of the pyramidal tracts has only been found in 
four cases of those pathologically investigated, most of them 
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presenting a combined system sclerosis. The number of 
autopsies recorded is, however, few. He also points out, and 
Williamson '8 records an actual observation in point, that since 
the peripheral white matter of the cord derives its vascular 
supply from the short arteries running in from the pia, a gumma- 
tous meningitis, by obliterating the nutrient vessels, would 
cause sclerosis of the periphery of the cord, and hence involve 
the tracts. Further, ascending and descending degenerations 
may start from a small patch of softening in the cord, or, as 
in a case of Dr. Gordon Holmes, in the pons. Nonne,'? how- 
ever, in an analysis of cases, gives, in addition to these causes, 
a primary degeneration of the pyramidal tracts alone, or com- 
bined with the postero-lateral tracts. It would therefore 
seem probable that a certain number of the cases do depend on 
a pure pyramidal tract degeneration. The only one of my 
cases of spinal syphilis which presented the Argyll-Robertson 
sign belonged to the group of Erb’s syphilitic spinal paralysis. 
Wilfred Harris also states that the sign is sometimes met within 
these cases. I suggest that it is in the small sub-division of this 
group, that depends on a pure degeneration of tracts only, and 
comes under the category of parasyphilitic diseases, that this 
sign is present. 

There are rare cases of spinal syphilis in which atrophy of 
groups of muscles in the limbs occurs without any sign of 
sensory affection, and which therefore present the characters 
of subacute or chronic anterior poliomyelitis. 

Some years ago I saw a man who had such a gradual atrophy 
of the small muscles of the right hand, without pain or sensory 
change. This recurred twice with an interval of about a year, 
getting well each time under mercurial and electrical treat- 


ment. Two years later he returned again with the same 
affection, but this time no recovery took place, and after he had 
attended some time as an out-patient I lost sight of him. In 
another case of a man aged 35, with cerebral syphilis, left hemi- 
plegia and epileptiform fits, there was wasting of the small 
muscles of the left hand, and of some of those of the forearm, 
-of gradual onset. The affected muscles gave the reaction of 
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degeneration, but showed no fibrillary tremor. Except for 
some pain in the limb sensation was unaffected. A certain 
degree of recovery ensued under treatment. In a third case, a 
man aged 26, with left hemiplegia and paraplegia, wasting of 
the muscles of the left leg below the knee came on in the course 
of ten days, and was attended with considerable pain in the 
limb. When seen there was marked wasting of the muscles, 


with diminished reaction to both the faradic and constant 
currents. The only affection of sensation was some 
hyperesthesia in the distribution of the left external popliteal 
nerve. 

Spiller has published a case of acute anterior poliomyelitis 
due to thrombosis of branches of the anterior spinal artery, 
which showed marked thickening of their coats. He emphasises 
the importance of thrombosis of vessels as the cause of paralysis 
of acute onset in spinal syphilis. Hoffmann?* shows that 
acute and chronic anterior poliomyelitis may occur in the course 
of syphilis, and reports a case in which a man aged 20, with 
signs of congenital syphilis, was so affected. Harris?! describes 
three cases of syphilitic poliomyelitis, occurring very late after 
the primary infection, in which complete or partial Argyll- 
Robertson pupil was present, and in one case loss of most of the 
deep reflexes. In the diagnosis from progressive muscular 
atrophy he lays stress upon the more acute onset and presence 
of R. D. Examination of the cerebro-spinal fluid showed no 
lvmphocytosis or excess of albumin. 

In hereditary syphilis the cord is occasionally affected, 
apart from the occurrence of tabes, and such affection may 
either show itself in childhood, or for the first time in an adoles- 
cent who has previously been in good health. The changes in 
the cord in new-born infants, the subjects of congenital syphilis, 
have been recently described by Toyofuku, ?* and closely corre- 
spond to those found by Ranke in the brain in congenital syphi- 
litic infants. The most striking change is a thickening and 
lymphocytic infiltration of the pia-arachnoid, surrounding the 
cord in its whole extent, and contrasting with the very slight 
and occasional affection of the dura mater. Equally marked 
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is a similar infiltration of the cord itself throughout its whole 
transverse section. ‘‘ Rod cells’’ were also found in addition 
to lymphocytes and plasma cells. Vascular disease was slight 
and not characteristic. The changes in the cord itself stood in 
no relation to those in the pia mater. The ganglion cells 
mostly stained normally. 

In two cases of congenital syphilis under my observation, 
one, in whom the signs of disease first appeared at Ig years 
of age, showed a universal swelling and infiltration of the soft 
membranes of the cord. 


A. A., aged 21, tram conductor. Father, mother, four 
brothers and two sisters in good health, one brother and one 
sister died in infancy. Good health until aged 19. In 
October, 1901, he was admitted to Hospital for pains in back 
of head and neck of some weeks’ duration, with frequent 
attacks of sickness, worse after food. The pain was inter- 
mittent ; there was also failure of sight and weakness of legs. 

On admission he complained of pains in the head, was sick 
and very drowsy, being roused with difficulty. Opacity of 
cornea, from old interstitial keratitis. Pupils dilated, acted to 
light and accommodation. Paresis of right external rectus. 
Nystagmus on looking to right. Double optic neuritis — swelling 
+2D. Hutchinson’s teeth. Paresis left side of face. No 
paralysis of limbs. Right knee-jerk exaggerated, otherwise 
reflexes all normal. Plantar flexor. He had a fit in which left 
arm was convulsed. 

After six weeks’ treatment with mercurial inunctions and 
potassium iodide he went out well, except that he was a 
weakly youth with feeble musculature. Returned to work for 
some weeks, and was then laid up again, and had alternate 
periods of work and illness during this year, doing about four 
months’ work altogether. 

On February 8th, 1902, symptoms of weakness in the legs, 
headache and sickness came on again. He stayed in bed, 
getting worse, but managed to walk up to Hospital with great 
difficulty on February 12th. He was ordered to come in, but 
there being no bed vacant he returned home. On the 13th he 
lost all power in his legs, could not get out of bed, and had 
retention of urine; during the night the urine dribbled away. 
On the 14th he could not even turn in bed, and the bowels 
were obstinately constipated. On the 16th he was admitted, 
and appeared very ill, dull and heavy, cheeks hollow and 
sunken. 

There was absolute loss of movement in lower limbs, 
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intercostals and abdominal muscles moved in _ respiration. 
Loss of sensation below fourth dorsal segment, as shown in 
chart ; it varied in degree. No upper zone of hyperesthesia ; 
arms unaffected. Bladder over-distended. No tenderness or 
irregularity in spines of vertebre, no stiffness in back. 

There was constant priapism. Optic discs showed remains 
of old optic neuritis. Cranial nerves unaffected. Knee-jerks 
exaggerated, Babinski’s sign present on both sides. Since 
admission incontinence of faeces. Mental state dull and drowsy, 
answered questions correctly but slowly. Some pain com- 
plained of between the shoulders. 

February 27th. — The 
patient has had several 
fits, in which he lost 
consciousness for a few 
minutes. The face and 
upper, but not lower 
limbs were convulsed, the 
left arm being especially 
affected. Legs absolutely 
anesthetic to light touch, 
but pin-prick is felt in 
places over them. 

The fits were now 
preceded by a cry, and 
they were seen to begin 
in the left side of the 
ae) face and left arm, and 
Fig. 5.—Paraplegia in hereditary syphilis. then to spread to the 
Male, aged 20. Loss of sensation indicated right arm. 
by shading as in other figures. In addition During March and 


the vibrations of a tuning-fork were not felt April he was drowsy and 
over the vertebral spines below the 5th é oa 

dorsal, nor over bony prominences of pelvis apathetic, the legs were 
and lower extremities. absolutely powerless ; the 


reflexes much exag- 
gerated, with double ankle-clonus and Babinski’s sign ; retention 
of urine and incontinence of feces continued ; there was priapism ; 
upper abdominal reflexes present, lower and cremasteric absent. 
The condition of sensation is given in Fig. V. A pin-prick 
was felt as low as the fifth intercostal space, but localised a 
space too low; posteriorly, not felt below sixth dorsal spine ; 
deep pressure and the tuning-fork vibrations were also not 
felt below this, and the latter not recognised on the bones of 
the pelvis and lower extremities. 

In view of the sharp demarcation of upper limit of 
anesthesia, and of the order of onset of symptoms—(I) increase 
of deep reflexes, (2) loss of motor power, (3) loss of sensation—it 
seemed probable, though I was well aware of the possibility of 
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an extensive diffuse meningitis with secondary changes in the 
cord, that there might be a gummatous tumour or, a localised 
collection of fluid pressing upon the cord in the middle or lower 
dorsal region, and that this might be relieved by operation. *#In 
view also of the facts that after a full trial of medical treatment 
the condition was getting worse, and that if unrelieved the 
patient was condemned to hopeless paralysis, with the prospect 
‘of death at no very distant period, it was decided to do a 
laminectomy. The cord was therefore exposed by the removal 
of the upper dorsal lamine and spines. The dura mater 
appeared healthy, and on opening it a diffuse internal 
meningitis was found, and within this the cord itself was soft 
and hyperemic. The condition was evidently too extensive 
to be dealt with by operation, which the patient bore well, and 
from which he made a good recovery. Except for the dis- 
appearance of ankle-clonus, no improvement resulted. He 
died about four weeks afterwards from the natural consequences 
of the disease. 

At the post-mortem examination the pia-arachnoid was 
thickened and opaque at the base and over the cerebellum. 
The cerebral ventricles and iter were much distended, and 
full of clear fluid. The spinal dura mater was externally 
normal. On slitting it up the pia-arachnoid was thickened, 
gummy or jelly-like—adherent to the cord and also to the dura— 
over the cervical and lumbar enlargements, and over the most 
part of the dorsal cord. This change was most marked over the 
cervical enlargement, and here and over the lumbar one there 
was much injection of vessels, and the cord was softened. 


The second case was a boy aged 10, who showed marked 
signs of infantilism, and in appearance looked like a little old 
man. He was emaciated. He could only say a few simple 
words when admitted, and his mental condition was so dull as 
not to be far removed from imbecility. He kept himself clean, 
and had no loss of control over the bladder. He could neither 
stand nor walk. The legs were drawn up on the abdomen, and 
the muscles were small and wasted from disuse. There was 
no sensory affection; the reflexes were exaggerated. He had 
an enormous congenital syphilitic liver, smooth, hard, and with 
a sharp edge. It reached the umbilicus, and the left lobe was 
especially enlarged to form a prominent rounded tumour in the 
epigastric region. So much did it resemble a tumour that an 
exploratory operation was done. A small piece of the liver 
removed at this operation showed on microscopical examination 
the typical histological structure of congenital syphilitic liver. 
Under a long course of mercurial treatment with K.I. and 
massage and passive movements to the lower limbs, he made a 
remarkable recovery as regards the paraplegia. At first he 
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walked with a very ataxic feeble gait, but contiued to improve 
steadily until he was able to walk and run about like a normal 
boy. His mental state showed a considerable degree of improve- 
ment, and he learnt to talk well, but would be still classed as 
feeble-minded. The liver also greatly diminished in size, and 
his nutrition became normal. 


The discussion of syphilitic disease of the brain and cord, 
dealt with even as inadequately as I fear it has been done, has 
left me no time for the consideration of the parasyphilitic 
diseases—tabes and general paralysis—further than to say that 
I agree with those who hold that they are a sequel of previous 
syphilitic infection. 

Finally, a few words may be added as to treatment, in which 
the most important points are rest in bed and the prompt and 
efficient administration of mercury. Of course, patients in an 
acute or sub-acute stage, or disabled by some form of paralvsis, 
are physically unable to get about ; but complete rest is equally 
necessary and beneficial, although the need for it may not be 
so immediately obvious in cases of chronic disease during the 
first period of treatment. For carrying out mercurial treat- 
ment, I have used inunction, which personally I have not found 
difficult. Care must be taken that it-is efficiently done. After 
about two months of daily inunctions, special care being taken 
of the mouth, etc., an interval is left, but it is then most im- 


portant that the patient should return in about three months’ 


time for a further course, and again at intervals of about six 
months for about three years. Ina few of my later cases intra- 
muscular injections of perchloride of mercury were employed. 
Iodide of potassium can be given in addition, especially in the 
later stages, in gradually-increasing doses; but though it may 
be administered for long periods with advantage, I do not think 
it is advisable to let the patient take it continuously ; nor when 
it is necessary to push it, and it is well known that in some cases 
large doses are required to produce effect, have I found that 
any advantage is to be gained by going beyond a dose of 30 or 40 
grains every four hours. 
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DEFECTS IN THE VISUAL FIELD. 


BY 


F. RicHARDSON Cross, M.B. Lond., F.R.C.S. 


Censulting Ophthalmic Surgeon, Bristol Royal Infirmary ; 
Surgeon to the Bristol Eye Hospital. 


THE OCCIPITAL LOBE. 


TuHE late Dr. C., of Clifton, came to me on the 12th of July, 
1888, complaining that he had suddenly found some serious 
‘defect of his vision. Two nights before this visit he had gone 
to bed well. In the morning he awoke with discomfort in the 
head and difficulty in seeing. 

I found that with help from glasses his far sight and his 
reading sight were both good. There was no defect in the 
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retina or optic nerves, nor any apparent disease in the eyesi 
He had an absolutely complete right-sided hemianopsia, cutting 
his visual field into two halves by a vertical line, which only 
turned slightly aside to allow of perfect vision in the axis of 
fixation. There was good sight on the left side of him; on the 
right side he was blind. No other defect was noticed except 
immobility of the pupils to light coming from the right side. 
Here was a case of a complete paralysis of the visuo- 
sensory area in the calcarine region of the mesial surface of 
the left occipital lobe or of the optic radiations passing to it. 
Dr. C. rested only a few days and then resumed his large 
practice, going on with it until his death, which occurred 
suddenly about three years later, probably from a cerebral 
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Chart I. 


hemorrhage or possibly from cardiac failure. No change 
had taken place in the condition of the visual fields. His sight 
became much more useful as with time he became accustomed 
to the disability. 


Colonel M., aged 71, came to me on October 28th, I9g10, 
complaining that he has had some definite confusion of sight ; 
for nine months previous to that he had seen very well with 
the aid of glasses. One night he had gone to bed feeling 
poorly, and the next morning he found his sight confused. He 
was ill for a few days with headache and indefinite malaise. 
The doctor considered it a case of influenza. He was soon able 
to see to read with little difficulty and to get about in comfort, 
though his sight was not as it had been prior to his illness. 

I found far sight with correction was 6/9 in each eye, and he 
could read the smallest print. There were a few strie in the 





ON DEFECTS IN THE VISUAL FIELD. 35 


crystalline lenses, but the optic nerves and fundus showed no 
defect. At first there appeared to be nothing wrong, but a 
very careful examination of the visual fields detected a small 
symmetrical left-sided hemianopsia, not noticed by him, as it 
lay in the upper left field, where vision is but little used. When 
the defect was pointed out to him he at once realised it as the 
sole cause of his discomfort. 
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Chart 2. 


These two cases illustrate the extremes of a complete and 
a partial one-sided blindness, both uncomplicated, coming on 
suddenly and remaining unaltered. Such hemianopsias may 
occur without being necessarily an early symptom of further 
brain trouble. I have seen a large number of patients who 
with more or less defect in their visual brain centres, as shown 
by a permanent unaltering hemianopsia, have been able to do 
useful work apparently without discomfort, and who have 
remained without any other evidence of disease for many 
years. 

Many cases like those quoted are quite uncomplicated. I 
believe they are due to an embolism of a branch of the calcarine 
artery. The onset is usually sudden: the patient has some slight 
brain disturbance for some days and then recovers, except 
that the obstructed brain area undergoes atrophy, and its 
visual function is permanently lost. There is little or no 
evidence throughout of any defect in the optic disc. 
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In others there may be present a very slight paralysis 
somewhere on the same side of the body as that of the blind 
area, but the damage is quite localised and remains so. 


Dr. S., aged 73, consulted me on February Ist, 1899. On 
December 31st, 1898, he had gone to bed well. In the morning 
he woke up with slight left hemiplegia. When I saw him he 
seemed well except for a slight numbness of the left hand. 
Vision was R. 6/6, L. 6/9, with slight left hemianopsia ; optic 
nerves slightly pallid, but practically normal. The interesting 
point in this case was that ten years previously, while taking a 
bath, he was seized with headache and vomiting. For three 
weeks he lay insensible, and for some time after he was practi- 
cally blind in both eyes. He had no kind of paralysis or other 
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symptom. Rather suddenly his sight cleared. He felt poorly 
for six months, but after that he was quite well, and continued 
to practise until the later attack in 1899. It is uncertain 
whether the hemianopsia was associated with the attack in 
188g or in 1899. 

ja Of course, hemianopsia may be a part of a spreading lesion, 
an early symptom of thrombosis, which will lead to progressive 
softening, or of a tumour which is causing pressure upon the 
visual cortex or radiations, or upon the optic tract, but here 
we should have optic neuritis and other symptoms. I am 
speaking of cases where the sight area only is impaired. 

I have taken charts of all kinds of quadrantic defects, both 
sides quite symmetrical, and always reaching the periphery 
of the fields, either confined to one quadrant or more or less 
implicating both. A most interesting one is shown. 
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Mrs. H., aged 71, a patient of Dr. Statham, seen April roth, 
1909. Two years and a half before she had a slight cerebral 
attack after influenza with a little weakness of the left side; a 
second attack quite recently had caused more weakness of the 
left leg and arm. When I saw her vision was with correction 
R. 6/9 and good reading, L. 6/36. The left leg could not be 
lifted freely, the left arm felt heavy, but there was neither 
definite defective sensation nor paralysis; there was a little 
want of expression of the left side of the face. 

The weakness of the body was on the left side; there is a 
double quadrantic hemianopsia of the left side. We may 
assume that each of the two slight cerebral attacks mentioned 
was associated—one with the defect in the upper quadrant of 
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Chart 4. 


the two visual fields, the other with the defect in the lower 
quadrants. 

In the one we may assume a lesion in some part of the 
lingual gyrus or below the calcarine fissure; in the other a 
lesion above the calcarine fissure in the cuneate gyrus. For 
probably the superior portion of the retina is associated with 
the cuneate gyrus and the median aspect of the occipital lobe 
above the calcarine, while the lingual gyrus below the calcarine 
is associated with the lower part of the retina, a lesion here 
causing loss of vision in the upper quadrant of the visual field. 


THE CHIASMA. 
The optic chiasma lying on the groove of the sphenoid would 
seem to be easily implicated in inflammation or distension of 
the sphenoidal cavities or of the cavernous sinus, while its close 
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proximity to the pituitary body renders it very liable to be 
influenced in diseases of that organ. 

The anterior lobe of the pituitary is a closed gland, the 
secretion from which appears to have an inhibitive action on 
growth. The disease called acromegaly is probably due to 
the defective function of this gland, any swelling of which is 
nearly always associated with defect in the function of the 
more central fibres of the chiasma; these go towards the nasal 
side of the retina, and when damaged cause impairment in the 
temporal fields of vision (bitemporal hemianopsia). 

The defect in the fields varies much according to the degree 
of pressure on the chiasma, and with the way in which the optic 
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nerves or tracts may be implicated. Chart 5 shows a typical 
hemianopsia with acromegaly in which the symptoms were 
slight, while in a case I showed at the Neurological Society, ! 
in which all the typical symptoms of acromegaly were very 
marked, the impairment of the visual field was throughout 
rather a right-sided hemianopsia than a bitemporal one. With 
improvement of the patient’s health under thyroid extract, 
there was a gradual removal of pressure from the nerve fibres 
and almost complete recovery of the field of vision. 

I have seen several well-marked bitemporal hemianopsias 


in which there was no suggestion of acromegaly. 
1 Brain, 1992, XXv. 341a. Many charts in this paper. 





ON DEFECTS IN THE ‘VISUAL FIELD, 


In one a lady was under observation for six years: through- 
cout was a widely-distributed defect of the visual fields of a 
distinctly bitemporal type. Sometimes the patient was pretty 
well, but occasionally suffered from severe symptoms of intra- 
‘cranial pressure, headache, severe vomiting, and impairment 
of central vision, once or twice to almost complete blindness. 
During thsese paroxysms she always had double optic neuritis ; 
then the symptoms would pass off, and for a time she was 
pretty well, with pallid, non-swollen nerves, and with good 
central vision of one eye. The temporal areas of the visual 
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fields were permanently affected, though the degrees of impli- 
cation somewhat varied. At one time her condition seemed 
hopeless ; she was nearly blind with great pain in the head and 
sickness ; trephining was urged, but declined. Soon after 
this the ‘ 


‘“materies morbi,” probably a tubercular cyst (not 


connected with the pituitary body), which was pressing on the 


‘chiasma, etc., dried up, and she rapidly recovered her health, 
and for the past five years she has been quite well, excepting that 
she still has definite unaltering bitemporal hemianopsia with 
atrophic pallor of both optic nerves. The central vision is only 
seriously impaired in one eye. The cure has been attributed 
to Christian Science. 

Chart 6, January, Ig02, selected from among many taken 
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between 1900, the commencement of the illness, and 1906, 
when permanent improvement took place. 


Miss P. came on September 12th, 1904, complaining that 
the right eye had for some months felt uncomfortable with: 
defective sight, varying in degree, at times preventing her from 
reading for days together. The central vision of the right eye 
with correction was 6/18 J12, that of the left was normal ; but 
the fields showed well-marked bitemporal hemianopsia in the 
upper quadrants passing downwards. (See Chart 7.) 

The optic nerves were pallid, especially the right. The 
charts suggested marked pressure on the chiasma, probably on its 
lower part, and on the right optic nerve, possibly from abnormity 
at the body of the sphenoid or the third ventricle. There were 
absolutely no symptoms of acromegaly and no optic neuritis. 
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There was an indefinite history of illness with eatarrh of the 
eyes or influenza as a possible cause. I saw the patient again 
on October 20th, when the right vision had further slightly 
deteriorated. 

On December 6th, Ig09, in answer to inquiries, Dr. Delpratt 
Harris kindly wrote: ‘‘ Yes, Miss P. is still living, and fairly 
well but for her bitemporal hemianopsia, congestive head- 
aches, at times lasting about ten days, which completely 
prostrate her and reduce her sight. During the headaches she 
gets severe vertigo, which prevent her from moving without 
discomfort, even in bed. She has absolutely no _ localising 
symptoms, paralysis or defective sensations. Vision does not 
seem altered, but I am never allowed to use the ophthalmoscope 
or perimeter, which she says make her worse. She is very, 
irritable.” 
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This interesting case shows how chronic such a condition 
may remain without progressive nerve deterioration and with- 
out any evidence of implication of the pituitary gland. 


THE INTRACRANIAL PORTION OF THE OPTIC NERVES. 


The optic nerves in their intracranial portions, and in the 
foramen, and apex of the orbit, are in such close proximity to 
the sphenoidal sinus or the posterior ethmoidal cells, on one or 
both sides, that they might be expected to participate in diseased 
conditions of these structures. In cases of caries, necrosis, or 
suppuration they could scarcely escape, nor in thrombosis of 
the neighbouring veins, and a very large number of cases of 
defective eyesight have been published as the result of diseased 
conditions of the sinuses accessory to the nose: in such, exami- 
nation of the papilla and of central and peripheral vision may 
assist in localising the disease. 

But grave sinus mischief may be present without any 
material damage to the sight, while on the other hand vision 
may be from this cause impaired, when serious disease in the 
sinus is not very evident. We should expect some narrowing 
of the peripheral field, possibly bitemporal, rather than a loss of 


central vision. Even when the sight is defective, it is not often 


easy to detect any definite change in the optic disc, because 
the actual disease is at such a long distance from the end of the 
nerve in the eyeball—for it seems obvious that the farther up 
from the papilla a given lesion exists, the less marked are the 
changes likely to be as seen by the ophthalmoscope. As an 
instance of the existence of serious mischief to the optic nerve 
without any evidence at the papilla, we know that sometimes a 
fall on the head is at once followed by blindness more or less 
complete of one eve (assumedly from fracture towards the optic 
foramen), and that in these cases a descending optic atrophy 
will show itself in a few weeks, though early examination detects 
no change whatever in the appearance of the optic disc. 

I think in many cases of sinus trouble there is no definite 
change at the optic disc, no evidence of interference with the 
circulation in the nerve, or atitsedge. There may be a shallowing 
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of the physiological cup, a little pallor of the disc, or slight 
haze around it, but occasionally there may even be a definite 
papillcedema. 


Mrs. E. C. H., aged 41, had an operation in July, Ig02, on 
the left nasal fossa followed for some days by severe neuralgia 
‘over whole ophthalmic nerve area. In October temporary 
blurring of the sight of the left eye. On February 11th, 1903, 
sudden complete loss of the sight of the left eye. After a 
month’s interval she could see a candle flame, and in August 
saw fairly. She came to me March 2oth, 1904. Vusion: R. 
normal, L. 6/18, J 10; field full nearly, slight central colour 
defect. No difference in the appearance of the two optic discs 
or eye fundus. The blindness had been probably due to retro- 
ocular neuritis. 


Florence K., aged 26, came to the Eye Hospital on October 
Ist, 1908, complaining that the sight of the right eye had been 
rapidly failing for fourteen days. There was no perception of 
light in the eye; the sight of the left was perfect. On October 
6th the sight of the left was failing, and on the roth she could 
only count fingers with that eye. She was admitted into the 
Hospital. 

There was no optic neuritis, the vessels were somewhat 
attenuated on the discs, especially on the right, but the appear- 
ances were practically normal. There was no pain, and no head 
symptoms. She was leeched on the temple, given calomel, 
mercurial inunction, etc. 

It seemed as though some inflammation of the right optic 
nerve far back was spreading to the other side. The sight was 
so defective it was impossible to test the field of vision. The 
condition was suggestive of sinus trouble, but no other symptoms 
of it could be discovered. In five or six days the sight improved 
to R. hand movements, L. 2/60. On October 24th tingers 
could be counted with each eye, but only in the nasal halves of 
the fields of vision ; in the temporal fields she was blind. 

For several days the sight fluctuated, and once there was no 
perception of light in the left eye, and very severe headache 
came on. On November Ist the right papilla was very pale, 
the left oedematous, with slight exudate on the veins, and some 
retinal hemorrhages. There was also slight sickness. The left 
eye was blind, the right saw fingers in the nasal field. 

November 8th. Getting salivated and is rather better. Nov. 
12th. Vision ineacheye 1/60. Right, optic disc pale ; left, optic 
disc slight neuroretinal haze but clearing, exudates and 
hemorrhages absorbing. The conditions continued to improve, 
and she was discharged at her own wish on December 13th. 
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She had been very ill, and was practically blind for several days. 
No definite diagnosis could be made. Although mercurial 
treatment seemed to have been useful, there was no reason tor 
suspecting syphilis. When discharged vision was R. 5/60, 
L. 1/60. 
On January 21st, 1909, R. 6/12, L. 6/36. Fields full central 

and peripheral. 

March 31st, 1910. Patient says she is perfectly well, and has 
been so for nearly a year. R. 6/9, J1., L. 6/18 J4; fields full ; 
optic nerves white (atrophied) ; pupil movements sluggish. 


’ 


Both eyes had failed rapidly, one preceding the other by only 
three weeks. After a serious illness of three months improve- 
ment was quite definite, and continued until really good vision 
was restored, though the appearance of the optic nerve is that 
of atrophy. 


THE ORBITAL PORTION OF THE OPTIC NERVE. 


The almost complete fixation of the optic nerve within the 
skull, and at the apex of the orbit, is in marked contrast with the 
freely movable condition of the trunk of the nerve as it lies in 
orbital cavity. 

The orbital portion is quite free and loose, not straight but 
shaped like an S, to allow free rotation for the back of the 
eyeball. The nerve thus readily escapes pressure, particularly 
as there is room for considerable swelling in the large bony 
cavity that contains it. 

Exophthalmic goitre shows to what an extent the nerve can 
be stretched forward without any impairment of the sight, or anv 
fault in the appearance of the optic disc. 

I lay great stress in the diagnosis of the position of an intra- 
orbital swelling, on (1) the appearance of the papilla (2) the 
implication of the field of vision, as evidence of direct pressure 
on the optic nerve or not. 

There may be gross lesion in the orbit without any defects in 
the visual fields or at the optic disc. 

Changes at the disc are probable where the lesion is not far 
behind the eyeball. 

The term retro-ocular or retro-bulbar neuritis is applied to a 


group of cases in which defective vision is due to impairment in 
the orbital portion of the optic nerve outside the eyeball. It 
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may be due to pressure on the outer surface of the nerve trunk 
from such causes as cellulitis, periostitis, syphilis, tubercle, 
tumour, etc. Or the cause may lie within the nerve, among its 
actual fibres. Gout, rheumatism and influenza may be factors 
in its causation, and it is not unfrequently associated with 
disseminated insular sclerosis. It may follow renal disease, high 
arterial tension, and diabetes. And I have seen cases of fairly 
typical retro-ocular neuritis with no defect recognisable by the 
ophthalmoscope show at a later stage definite hemorrhages at 
the optic disk. Retro-ocular hemorrhages may take place 
instead of neuroretinal hemorrhage. 


Right Eye 
60__ 90 __i00 


280 “279 «259 


Chart 8. 


I append a few charts of the visual field taken from a very 
large number of similar cases. Those bounded by a crossed 
line are the field taken with red colour. 

When Dr. Arthur Wood, of Hereford, was my private 
assistant we carefully tabulated a large number of my peri- 
meter charts, taken in cases of typical optic neuritis and optic 
atrophy. In all of them the field was narrowed at the 
periphery as in Chart 8, which is really, however, hysteria in 
boy, and only in very few was there any definite central 
scotoma ; the latter seemed to be generally cases of locomotor 
ataxy. Chart 9 shows one of these. 
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Mr. G., aged 50. No history of syphilis. In 1873 fell from 
a scaffolding; insensible for twelve hours. Apparently re- 
covered completely, and made no complaint of his sight until 
Igor. I saw him March, 1902. Typical A.R. pupils, knee-jerks 
absent, neuralgia in legs. Vision, R. 1/60, J20, L. 6/60 J1g. 

Both fields are narrowed at the periphery: in the left 
there is a wide area of blindness just reaching the fixation 
point ; the right periphery is only slightly affected, but there 
is an absolute central scotoma. 

In retro-ocular neuritis the blindness is nearly always 
central; indeed, the existence of a central scotoma with 
absence of disease near the yellow spot of the retina, and no 
defect in the optic disc, is almost pathognomonic of the disease 
in question. 


Right Zye 
so0_ 90 90 


In acute cases the condition is usually monocular—a rapid, 
severe loss of vision, unaccompanied by any other evidence of 
disease ; slight pain sometimes along the nerve trunk. 

The majority soon and almost completely recover sight, but 
some descending changes in the optic nerve may appear later, 
especially if progress is slow, and a few cases do not recover. 


Acute Retro-Ocular Neuritis (? Hemorrhage). 


Mrs. H., aged 45, saw me on May troth, 1904. A week 
previously she had suddenly lost the sight of the left eye 
during a paroxysm of great mental excitement. The left eye 
scarcely saw hand movements ; the area of appreciation in the 
field of vision was confined to a small patch on the temporal 
side of the field (Chart Io). 
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Fundus normal, except for a slight indefinite haze of the 

optic nerve and of the retina just around it. 
The right eye with correction saw perfectly well. 

May 27th. She saw 

Sail tien much better; with the 

so_90__ 100 right eye closed she could 

walk about the room 

and observe objects, but 

barely read J20: a most 

interesting change had 

occurred in the visual 

field (Chart 11): the 

periphery had quite 

cleared up, but there 

was still an absolute 

scotoma for white 20 
deg. 

Around the fixation 
point she had good per- 
ception of colours in the 

p portion of the field clear 
Chart To. at the first visit. Slight 
neuritis of optic nerve. 
July 26th, the sight of left is almost restored. Vision with 
correction, 6/9 J1; field for white quite perfect. Red field, 
full, slightly dull in centre. Optic nerve pale, arteries 
somewhat narrowed. 
Though we usually 
find central scotoma as 
typical of an early stage 
of these cases, some of 
them commence, as in 
this case, with a still 
wider area of blindness 
which soon clears up 
peripherally. 


Retro-Ocular Neuritis LA SHINS 


seit nese II 
Depending on Anemia. SLT ASS 
Miss K., aged 32, RLY LY 
came on December 22nd, 
1899, complaining of the 
right eyesight having : 
failed. Vision was reduced Chart rr. 
to Jig 6/0, and there 
was a positive scotoma for white, the red field also being very 
imperfect. (See Chart 12.) 
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There was no definite lesion to be seen with the ophthal- 
moscope. The patient 
was very anemic; the 
optic nerves pallid to 
an equal degree. On 
December 26th the vision 
had improved to 6/60 
and J1o. The field was 
very much improved for 
red, but a _ scotoma 
was still present. On 
February 13th, 1goo, the 
patient had completely 
recovered. 

I considered the case 
to be one where the 
papillo- macular bundle 
of the optic nerve was ;, 
suffering from malnutri- Chart 12. 
tion. 


Retro-Ocular Neuritis from Hemorrhage into Axial 
Nerve Fibres. 


Mrs. A., aged 72, came May 16th, 1904, complaining of rapid 
loss of sight in the left eye. The right was nearly blind from 
cataract. The left had undergone a most successful extraction 

by Sir H. Swanzy four 

years previously. She 

was entirely dependent 

on this eye, with which 

she had seen and read 

perfectly. The sight had 

rl become very defective ; 

RH ne 1 there was a_ positive 

ei gKen AT ATT | central scotoma, and the 

Ser = saelie periphery of the field for 
PISS red was narrowed (Chart 
TSS 13). The media were 

[TT quite clear, the eye 
fundus was readily seen ; 

the retina and macula 
were healthy; the optic 
nerve was pale and hazy 
Chart 13. and senile with narrow 

vessels, on it was a small 

capillary hemorrhage, which did not account for the loss 
of sight. This had increased a few days later, and I now 


280 “270 260. 





. 48 MR. F. RICHARDSON CROSS 


assumed a similar mischief in the axis of the nerve farther 
back. The patient was gouty, and frequently complained of 
flushings to head. After a course of baths, under Dr. Cave, she 
returned with the intraocular hemorrhages almost gone, and 
sight with glasses improved to 6/12 and J4. There remained 
an indefinite scotoma to a I mm. white spot and a 5 mm. red 
spot. later she still further improved. 


Retrobulbar neuritis may be binocular. The attack may be 
simultaneous in both eyes, or one may be first affected and the 


other follow at a longer or shorter interval. 

The symptoms are commonly seen in tobacco amblyopia— 
central scotoma in the red field and more or less defective 
vision. Prognosis in these cases is uniformly good. The 
following case is unusual and instructive. 


ant din The Rev. B., aged 
2020100 55, consulted me May, 
1898, for failing sight. 
The left eye had been 
nearly blind for a year. 
Vision, L. barely J2o, 
large absolute central 
scotoma (see Chart 14); 
R. 6/9 Jr with glasses, 
field seems normal. He 
smoked a quarter-pound 
of shag weekly, but as 
the right optic nerve 
was normal and the left 
white, I thought he was 
suffering from left optic 
atrophy, gave him a 
hopeless prognosis for 
this eye, and said the 
right was good. In three months, however, he returned 
with the vision of left reduced to 6/36 and J16 and a 
scotoma in the field for red (see Chart 15). I now stopped his 
tobacco entirely, but still considered the left eye hopeless. A 
year later vision was, R. 6/8 J1, L. 6/24 J8, and both eyes con- 
tinued to improve, though the left nerve remained atrophied. 
The loss of the central vision as against peripheral in the left 
eye should have lead me to suspect tobacco as the cause even 
of such severe monocular blindness, and to have given a more 
accurate prognosis. 


Chart 14. 





ON DEFECTS IN THE VISUAL FIELD. 49 


The most serious aspect in binocular retrobulbar neuritis 
when uncomplicated is illustrated in the two following cases, 
of which I give charts (16 and 17). 


Charles N., aged 29, 
came to the Bristol Eye 
Hospital on June 4th, 
1905. There had been 
difficulty in reading in 
February. He had been 
a heavy smoker; this 
had been stopped for 
some months, but sight 
had gone on_ getting 
worse. When I saw him 
vision was reduced to 
3/60 and Jig in each eye, 
but he found his way 
about readily. He had 
no pain in the eyes or 
head (Chart 16). The Chart 15. 
periphery of the fields of 
vision were full, but he had a paracentral scotoma to a spot of 
red 10 mm. and to a spot of white 5 mm. Both optic discs 


30 
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Chart 16. 


showed marked pallor on the temporal side, but were hyperemic 
on the nasal side with slight swelling towards the retina. He was 
treated with mercurials, iodides, strychnine, etc., without any 
change in the condition of his sight. 


5 


VoL. XXIX. No. 111. 





50 DEFECTS IN THE VISUAL FIELD. 


November, 1910. He has now atrophy of both discs, a 
definite central scotoma for white, though he sees red and blue 
centrally in 2 mm. spots. He says the letters are not black 
enough to see, his vision being only 4/60 and J18 in each eye. 


Alice S., aged 50, came in May, 1909, to the Bristol Eye 
Hospital complaining that for some weeks the sight was failing 
in the right eye; for a month she has had pain behind it, and 
the sight is reduced to hand movements. Right eye, 1D 6/60. 

In July vision in the left still perfect, right sees 6/60. The 
periphery of the visual field is much clearer than the centre ; 
no definite abnormity of the optic disk or any part of the eyeball. 

On October Ist the right eye was much the same, but the 
left was painful and sight hazy. 

On October roth vision of left reduced to 1D 6/18, and on 
October 26th this eye had no perception of light. The optic 
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Chart 18. Chart 47. 


disc was slightly hazy, and the case diagnosed as a retro- 
ocular neuritis in the two eyes. She was admitted as an 
in-patient, and was treated with oleate of mercury and hyd. c. 
creta. : 

By November goth she was salivated, and on the 16th sight 
had slightly improved to R. 6/60, L. 3/60. On November 24th 
vision much the same. The Charts 17 and 18 showed an 
absolute central scotoma. The eyes were blind to red and 
green. There was a fair field for blue and a good one for white, 
excepting centrally. She left the hospital that day. 

November, 1910. Her vision now is still only R. 3/60, 
L. 6/36; the periphery of the fields is full for white, but the 
central scotoma remains. Both discs show well-marked 
atrophy. 
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Both these patients get about and do ordinary work without 
discomfort, but they cannot read, do any refined work, or sew ; 
they will probably not improve now, having atrophy of the 
axial fibres of the optic nerves, but they are not likely to get 


worse. 


TREATMENT OF CHOREA. 
BY 


CAREY F. Coomss, M.D., M.R.C.P. Lond., 


Assistant-Phvsician, Bristol General Hospital. 


THE NATURE AND 


CHOREA is a tiresome malady even when it is not worse than 
it keeps the child away from school, interferes with 
This is, 


tiresome ; 
his play, and exposes the impotence of the doctor. 
I believe, because we do not allow ourselves to appreciate the 
nature o! the disease, and the inevitable limitations of treatment. 
The remarks which follow express ideas as to its nature formed 
from a clinical study of over 200 cases, and post-mortem exam- 
ination of four other cases. 
THE CHOREA. 
(2) Its rheumatie origin.—The first point is that Sydenham’s 


NATURE OF 


chorea is a manifestation of rheumatic infection; no rheuma- 


tism, no chorea. This is supported by the following tabulated 
figures :— 


Cases developing 
articular, 
cardiac, or 
nodular lesions | 
later (ie. after 
but not before | 
chorea). 


Total cases 
| with some form 
of rheumatic 
manifestation 
before, with, or 
after chorea. 


| Cases with 
Cases with | carditis 
history of | or nodules, 
articular | but no history 
rheumatism) of articular 
rheumatism. 


Total 
cases of 
chorea. 


Where seen. 





St. Mary’s 7 | : 21s 
Hospital, 30 per 
In-patients. cent. 


Not 
Investi- 
gated. 


44= 
63 per 
cent. 
Bristol General 128= 


157 33= 1Io0= 


and 
Children’s 
Hospitals, 
Out-patients. 


21 per 
cent. 


6.4 per cent. 
(Z.e. 10 out 
of 18 cases 

followed up.) 





81 per cent. 
of whole 
number ; 

44 per cent. 
of whole 


| number after 


exclusion of 
cases not 
followed up. 
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That is to say, of a total of 227 cases observed for periods 
varying from a few weeks up to five years, 172 (or 76 per 
cent.) either give a rheumatic history or show definite evidence 
of rheumatic infection. I may add that only definite cases of 
cardiac disease have been considered as evidence of cardiac 
rheumatism ; those types of variation from the normal which 
leave one in doubt as to whether they should be considered 
evidence of disease or not have not been counted. As to 
the small percentage not accounted for, it would be strange 
indeed if a general infection—such as rheumatism in child- 
hood certainly is—did not sometimes manifest itself by 
nervous phenomena only, considering the high specialisation 
of the nervous tissues and their consequent sensitiveness to 
infective poisons. Further, there are patients who forget 
their rheumatic attacks, so that a history of rheumatism may 
be denied when it should be acknowledged. 

It may be argued, and with perfect truth, that choreiform 
movements occur in other infections, and that they have to all 
appearance been provoked by iodoform poisoning. The 
answer to this is that choreiform movement is not the same thing 
as ‘“‘chorea.”” By the term “ chorea” we understand a certain 
definite nervous disorder, the most striking feature of which is 
a particular kind of muscular disturbance, from which the 
disease takes its name. (As will be shown presently, chorea is 
more than a mere motor disorder.) The difference between 
this and the choreiform movements which may occur in the 


course of staphylococcal or streptococcal infection, or in a case 


of cerebro-spinal meningitis, is that the former is a peculiarly 
persistent nervous disease, while the latter are but a phase, and 
usually a brief phase, of some definite generalised infection 
which only rarely provokes choreiform movement. Careful 
inquiry will always show that the most persistent cases are 
really a series of attacks intermitting for short intervals, but 
never leaving the patient quite normal. I have notes of several 
children whose lives, for as many as five years, consisted of 
attacks of chorea once or twice a year, separated by gradual 
but incomplete convalescences. And this is one of the very 
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close resemblances between chorea and other rheumatic 
phenomena: the articular pains of rheumatic infection in 


childhood are always recurring, several times a year, in associa- 


tion with brief periods of fever. Again, if we keep children 
with apparently quiescent carditis under careful observation 
for prolonged periods we find frequent bursts of mild pyrexia 
accompanied by a quickening of the pulse and a temporary or 
enduring enlargement of the heart. Even the nodules them- 
selves come out in crops, quite numerous in some cases. Progress 
by repetition of acute attacks may indeed be described as a 
cardinal feature of rheumatic infection. We find, then, evidence 
of the rheumatic nature of Sydenham’s chorea in its almost 
invariable association with other manifestations of rheumatic 
infection ; and in its characteristically ‘‘ rheumatic’ course, @ 
series of actwe attacks separated by incomplete recoveries. 

(5) Post-mortem Changes in Chorea.'!—Granted, then, that 
rheumatic infection causes chorea, how does it do so ?. Perhaps 
the best answer to this is to be found in a consideration of the 
changes found in the central nervous system after death in 
fatal cases of chorea. In two of these cases death was due to 
concurrent carditis, in the other two to bulbar poisoning. I 
do not propose to give a lengthy account of these changes in 
the present paper, but merely to mention the salient features 
of four cases examined by myself. My findings agree in 
essentials with those of other investigators, though in my 
cases certain features were lacking which have been remarked 
upon by some. The special cells of the central nervous system 
showed marked degenerative changes, contrasting rather 
conspicuously with an almost normal condition of the con- 
nective tissues and blood vessels. These degenerative changes 
vary from the earliest stage of chromatolysis to absolute 
destruction of the internal cellular detail. The cortical 
cells suffer most severely, practically all of them being more 
or less injured, many of them presenting no recognisable 
structure. All parts of the cortex exhibit a similar type and 


1 Part of the expense of the investigations mentioned here was defrayed 
by a grant from the British Medical Association. 
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degree of alteration; the motor cortex is damaged neither 
more nor less than the cortex from the temporal, frontal, 
occipital, orbital, calloso-marginal and other areas. Changes 
of the same kind, but of a less severe degree, are to be seen in 
the optic thalamus and the mesencephalic grey matter generally. 
A certain relatively slight amount of chromatolysis is to be 
noted in the motor nuclei of the pons and medulla; but the 
anterior cornual cells of the cervical cord show not the least 
departure from the normal. The cerebellum was not diseased. 
In my own cases there have been none of the meningeal changes 
mentioned by some observers ; there have been a few capillary 
thromboses and occasional peri-capillary exudations of cells, 
but these are, I believe, evidences of death and not of infection. 
It may be said here that in two of the cases several hundreds 
of sections of pia mater were examined, so that it is not likely 
that any inflammatory foci were present but overlooked. 
Certain it is that there were none of those microscopical nodules 
which have been found by various German observers as well 
as by myself to be characteristic of rheumatic myocarditis, and 
which I have also found in the pericardium and in the valvular 
and mural endocardium in rheumatic carditis, and in the 
synovial membrane from one rheumatic joint—nodules which 
are similar in structure to the larger subcutaneous nodes so 
characteristic of rheumatic infection. I have not found 
micro-organisms in my sections; but I do not insist on this, 
as the material was not specially chosen for that purpose. 

It is this contrast between a normal state of the meninges and 
widespread and intense cortical changes to which attention must 
first be drawn. It seems to suggest that there may be an 
intoxication of the brain without any actual invasion of the 
cranial contents by micro-organisms. In certain cases of 
chorea, it is true, the clinical picture suggests the presence of 
some meningitis, and in one or two instances examination of 
the cerebro-spinal fluid and of the meninges themselves has 


practically proved that a rheumatic meningitis can occur ; but 
these cases are exceptional to the general rule. The discovery 


of micro-organisms in the meninges and in the cerebro-spinal 
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fluid in severe or fatal cases of chorea does not prove a 
‘special selection of the brain by organisms any more than 
the discovery of B. typhosus in the cerebro-spinal fluid of 
enteric patients. Further, there is some clinical support for 
the intoxication theory of chorea. Miller’s! very interesting 
paper on “‘ latent chorea’ shows that in a large proportion of 
all children showing rheumatic manifestations nervous insta- 
bility can be detected, in the shape of uncertainties of temper, 
occasional choreic movements, a liability to night terrors, and 
a peculiarly definite state of general misery. My own cases 
furnish examples of this. In the case of a girl of fifteen, whom 
I had seen several times before with attacks of articular 
rheumatism and progressive carditis, when she came to hospital 
with so severe an attack that I had to recommend her for 
admission, she burst out into violent screaming at the top of 
her voice, the exact counterpart of the behaviour of children 
with chorea. A Sister at the General Hospital once remarked to 
me, quite spontaneously, that of all the children admitted to 
her ward the rheumatic subjects were the most miserable, 
always fretting and crying about things that other children 
would ignore. This persistent state of unrest, described very 
clearly by Miller, is, I am convinced, a most definite feature of 
the influence of the rheumatic infection upon children, and it 
seems more likely to be due to persistence of the organisms in 
some part of the body (e.g. the lymphatic tissues or the 
alimentary tract) and out-pouring of poisons into the blood- 
stream than to a constant, steady microbic invasion of the brain. 
Of course, there is a middle theory: chorea may be due in most 
cases to a general “‘ septicemic”’ distribution of organisms in the 
intracranial tissues, while the cardiac, subcutaneous and articular 
nodules, as well as the meningitic cases of chorea, may be perhaps 


“c ’ 


due to a 
masses throughout the body. This is, however, mere specula- 


pyemic”’ scattering of organisms in groups or small 


tion, profitless except in so far as it prompts further research. 
The next point of interest to be noted in connection with the 


pathological data is the fact that the cortex suffers much more 


1 Miller, Lancet, 1909, ii, 1808. 
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than the rest of the central nervous system. In the cortex a 
normal cell can scarcely be found; in the pons and medulla 
there were as many cells normal as diseased, and none were 
quite destroyed. The cervical cord was unaffected. This 
fact bears directly upon the nature of the choreic movements— 
an important matter, for before making up our minds as to the 
best way of checking these movements we must have some 
conception of their mode of origin, as to whether they are due 
to removal of inhibitory influences or to direct irritation of 
cortical cells. Anyone who has seen sections of the cortex 
from fatal cases of chorea will agree that the cells are so uni- 
versally injured that the disease has in all probability attacked 
those which exercise functions of high control over the motor 
cells, as well as the motor cells themselves. It is impossible that 
in the general destruction any function can have escaped. If 
this be so, we may take it that the rheumatic toxins act upon 
the cortex in the same way as do other cerebral intoxicants in 
accordance with the laws of dissolution. The highest level 
areas of the cortex go first, so that loss of control is the first 
functional result, the motor cells themselves being attacked 
later. And clinical facts are in accord with this; the earlier 
stages of chorea are marked by loss of power to control emotion, 
and by movements which are really voluntary effort run wild. 
The child, reaching out for a cup, projects the hand too far and 
too fast ; the cup is upset, yet the movement was volitional in 
conception. In later stages of the disease, and especially in 
severe cases, movements that are quite involuntary dominate 


the picture, until the unfortunate patient, writhing and tossing 


ceaselessly, appears to have solved the problem of perpetual 
motion. These involuntary movements point not only to a 
lack of control by damaged high level centres, but also to a 
diffuse, persistent irritation of the motor cells, which are being 
destroyed by the poison of rheumatic infection, and they are 
accompanied by lack of voluntary power due to the same 
cause. In some cases and at some stages, indeed, paresis of 
voluntary effort is the chief motor symptom ; perhaps this 
represents a minor degree of cellular injury. Finally, the 
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disease may end, as Dr. J. A. Nixon noted in one of the two 
cases which he kindly allowed me to investigate pathologically, 
with symptoms suggestive of paralysis of the respiratory 
centre. That this interpretation is probably correct is sup- 
ported by the discovery of very definite chromatolytic changes 
in the motor cells of the medullary nuclei in the case alluded to. 

It has been suggested that the chromatolysis noted in cortical 
cells after chorea is due to fatigue, the result of continuous and 
prolonged muscular exertion. That this is unlikely is shown 
by the fact that all parts of the cortex are damaged alike, and by 
the normal condition of the anterior cornual cells of the cervical 
cord. 

(c) Symptomatology.—Another point of great importance 
in its bearing on the treatment of chorea is emphasised and 
explained by the catholicity of distribution of the cortical 
changes. I refer to the fact that chorea 1s not a mere motor 
disorder, an outbreak of movements, but an organic disease showing 
ats effects in disturbance of various functions of the central nervous 
system. It follows that treatment must include a great deal 
more than mere suppression of movements: it must accomplish 
restoration of healthy structure and function to all the injured 
neurones. A brief summary of the symptomatology of chorea, 
as it has appeared in my own cases, will bring out the truth of 
this statement. The symptoms are, for the sake of con- 
venience, grouped under the headings which I use in examining 
and recording cases of nervous disease. 

(1) Psychical. Delirium with visual hallucinations is seen 
in bad cases. The commoner symptoms are lack of emotional 
control, as shown by irritability, easily provoked laughter and 
“nothing,” and 
delay in answering questions. Whether reaction-time has 
ever been measured in choreics I do not know, but there can 


violent sudden outbursts of crying about 


be no doubt as to the general fact that cerebration is slow. 
The power of mental concentration is also diminished. 
(2) Cranial.—Langmead! has alluded to certain pupillary 


phenomena, notably hippus, which I have seen in some cases. 


1 Langmead, Lancet, 1908, 1, 154. 
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Transient squint is also present in a few instances, and one 
child complained of diplopia. Corneal and pharyngeal anzs- 
thesia will be referred to below. In one case a period of 
aphonia occurred. 

(3) Motor.—The affections of movement fall under three 
headings, as has already been said—loss of inhibition, in- 
voluntary irritative movements, and paresis. 

(4) Sensory.—The sensory phenomena of chorea have been 
investigated by various physicians, notably Purves Stewart? 
and certain French observers.? My own examination of this 


point has been restricted to a few cases, not quite representative 
of chorea in general, because it proved useless to expect accurate 


replies from young children, so that my cases include a large 
proportion of older patients. Of the twenty-one who were 
examined for sensory changes, there were five in whom some 
definite diminution of the tactile sense was noted. In three of 
these there was a more or less definite hemianesthesia of the 
trunk and limbs. In one of the other two cases there was 
relative anesthesia below the knees, a bilateral ‘‘ stocking 
area’”’; and in the other the sense of touch and pain was so 
definitely lessened in the left arm that the patient complained 
of it himself spontaneously.. In one other case there seemed 
to be a diffuse diminution of the pain sense, which could not be 
delimited within any particular area. In five cases also there 
seemed to be unilateral or bilateral diminution of corneal sensa- 
tion; this was, however, so indefinite that it cannot be insisted 
upon. I did not find any clear instance of pharyngeal anzs- 
thesia, but Miller has recorded examples.* The only relation 
between alteration of cutaneous sensibility and the other 
features of chorea that was noted in my cases was that it seemed 
associated with the severer grades of the disease. There was 
no clear relation between the distribution of the sensory and 
that of the motor phenomena. 

(5) Co-ordination is, of course, affected on the motor side 
by the liability to overdo the volitional movements fostered by 


1 Stewart, Edinb. M. J., 1899, N.S., v, 257. 
* Babonneix, Aun. de Mal. d. Enf., 1908, xi, 816. 3 Miller, Loc. cit. 
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the lack of higher control. Whether perversions of the muscular 
sense occur, and play any part in causing incoérdination, | do 
not know. In one case a distinct intention tremor was found 
in movements of the arms. Miller! has remarked upon the 
occasional occurrence of nystagmus. 

(6) Reflexes. Certain of these were investigated in fifty-five 
cases. In forty-three of these the knee-jerks were abnormally 
easy to elicit ; in one case they were almost absent; in one 
other they were difficult to get, while in the remainder they 
were normal. In four cases the exaggeration was more marked 
on one side; in three of these the movements were also more 
marked on that side. In sixteen cases one or both knee-jerks 
were of the ‘‘ hung-up”’ type described by Dr. William Gordon, 
of Exeter ; of the eight cases in which one knee-jerk was more 


” 


than the other, four were noted as showing 


definitely ‘“‘ hung 
more movement on that side, while in two cases there was 
paresis on that side; in one other case the movements were 
symmetrical in intensity, and in the remaining one the hanging- 
up of the knee-jerk was more definite on the side on which both 


movements and paresis were less distinct. In one case the 
knee-jerks, though hard to elicit, were of the “ hung-up” 
order when they did appear. 

The arm-jerks (triceps and biceps) were tested in twenty 
cases ; in fourteen of these they were unusually easy to elicit ; 
in six of these the abnormal readiness was more marked on one 


, 


side, and in several a “ hung-up”’ response to stimulation of 
the triceps insertion was noted. Ankle clonus is noted in one 
of the fifty-five cases. As for the plantar response, it was 
flexor on both sides in forty-nine cases, extensor on both sides 
in one case, extensor on one side in four cases, and indeterminate 
in one case. In three of the cases with unilateral extensor 
response it occurred on the side of more movement in three 
cases and on that of less movement in one case. All those cases 
showing extensor response were severe examples of the disease. 

(7) Trophic_—There are no symptoms falling under this 
heading. 


1 Miller, Loc. cit, 
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(8) Sphincters.—The incontinence which is seen in some 
cases of chorea, both of urine and of feces, is due to sudden 
violent movements of the trunk, raising the intra-abdominal 
and intra-pelvic tension and “ forcing’”’ the sphincters. In 
extremely severe cases there may be paralytic incontinence. 

This catalogue of symptoms will show clearly that chorea 
is much more than a motor disorder. Further, the occa- 
sional occurrence of a plantar extensor response on the one 
hand, and of alterations of sensation similar to those noted 
in hysteria on the other, in the same disease, is an interesting 
commentary on the validity of the distinction between “ func- 
tional” and “‘ organic ”’ nervous disease. The plantar extensor 
response is usually considered proof positive of organic disease 
implicating the upper motor neurone ; while ‘“ stocking ”’ areas 
of altered sensibility and hemianesthesia are often spoken of 
as strong evidence of the functional nature of a nervous dis- 
order. The lesson that chorea has to teach in this connection 


ae 


is that there is no such thing as a “ functional” nervous dis- 
order; perverted function must needs be accompanied by 
alteration of structure, and the term “‘ functional ”’ is merely a 
confession of the inadequacy of the methods available for the 
demonstration of finer anatomical changes. Chorea is therefore 
passing from the category of ‘‘ functional ”’ to that of ‘‘ organic ”’ 
disease, as one research after another establishes the existence 
of definite changes in the cortical cells, detectable by the 
evolution of more delicate microscopic methods. Here mention 
may be made of three cases of hysterical contracture of the 
hand. All occurred in girls of ten to fourteen, all of them 
suffering from rheumatic carditis, and one of them recovering 
from chorea. The number is small, but definite hysteria is not 


very common in girls of that age, so that the association may 


be more than a coincidence. 

(d) Prognosis.—One last point remains for consideration, 
before summarising the data as to the nature of chorea upon 
which the principles of treatment should be based. When we 
remember the extraordinary persistence of chorea, and the 
severity of the symptoms in some cases, it is remarkable that 
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recovery should be so complete as it is. It is most difficult, 
and indeed almost impossible, to discover the slightest trace 
of enduring cerebral injury in persons who have suffered and 
recovered from chorea, even in its most protracted forms. 
It is true that Forssner’s! interesting researches show that 
chorea is likely to leave a tendency to general invalidity, even 
in patients who have escaped the chief danger of rheumatic 
infection, that of permanent cardiac disease; but the fact 
remains that the brain, though it has been subjected to the 
prolonged action of rheumatic toxins, recovers completely, in 
the great majority of cases, once the cause has been removed. 
This may be compared with the ultimate effect of the same 
toxemia on another specialised parenchyma, that of the myocar- 
dium, whose cells in like manner regain health as the patients 
pass out of the years of adolescence into adult life, out of the 
period of active rheumatic infection into that of obsolescence. 
The inference is that these toxins are not intensive so much as 
extensive in their effects; and that rheumatic infection is of 
chief importance because of its persistence, and not on account 
of its virulence. 


Concentrating these remarks on the nature of chorea into 


one sentence, we may say that it 7s an organic disease implicating 
the cells of the cortex cerebri, and those of the mid-brain and 
ponto-medullary nuclet in a less severe degree ; that it is due to 


the action of rheumatic toxins upon these cells ; that all parts of 
the cortex suffer equally, and therefore the disease should not be 
regarded as one of motion only ; and that, in spite of its extra- 
ordinary persistence, due to repetition of active phases, the 
general tendency 1s towards recovery. 


TREATMENT OF CHOREA. 


Be it noted, then, that in treating chorea, we are con- 
fronted by a condition with which we are not unfamiliar, 
disease of neurones caused by the action of poisons upon 
them; a condition such as is exemplified in alcoholic and 
other forms of multiple toxic neuritis. As in such conditions, 


1 Forssner, Jahrb. f. Kinderheilk, vol. 1xxi. No. 1. 
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so in chorea, the principles of treatment are clear; it is the 
method of applying them that is not so definite. First, the cause 
must be removed ; second, the neurones must be rested and 
thereby allowed to return to health ; third, their recovery will 
be hastened by improvement of the general health ; and lastly, 
certain symptoms may call for special treatment. 

(a) Removal of the Cause.—Once the rheumatic origin of 
chorea is acknowledged, one great step towards the proper 
treatment has been made. Chorea is to be treated like 
other manifestations of active rheumatic infection, by rest in 
bed and administration of salicylates, while there is any evidence 
of activity. By ‘“ evidences of activity ’’ are meant such phe- 
nomena as pyrexia (however slight), arthritic pains, the appear- 
ance of subcutaneous nodes, tachycardia, loss of flesh, increase 
in the gravity of the choreic movements and of the mental 
state, increasing dilatation of the heart, and persistent or 
increasing anemia. The action of salicylates is a matter of 
controversy ; my own belief is based upon a general impression 
and not upon any figures, for it is quite impossible to measure 
the duration of an attack of chorea in accurate terms. It is 
not possible, for example, to describe an attack as beginning on 
October Ist and ending on November roth; probably there 
were symptoms in September which escaped notice, and it is 
equally certain that no one could allege certainly that there 
were no choreic movements on November 11th. This being so, 
it is not possible to assert that the average duration of an 


attack is (let us say) three weeks under salicylate treatment, 
and six weeks under other methods. My own feeling about 


salicylate treatment is that moderate doses given during that 
stage of chorea in which the lesions are being established will 
influence the progress of the disorder favourably. In chronic 
cases, already on their gradual road to recovery, there is no 


‘ 


need to aim at ‘removing the cause’”’; the cause, active 
rheumatic infection, has already removed itself. Neither are 
we to expect that chorea will be aborted by salicylate treat- 
ment; for if even the salicyl compounds were absolute and 


perfect specifics for the destruction of the infective agents and 
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the toxins of rheumatism, we must recollect that when treat- 
ment begins the toxins have in all probability already entered into. 


indissoluble chemical union with the protoplasm of the cortical 


cells; and that no specific except time can undo so fast a bond 
as this. The usefulness of the salicylates lies in their power of 
preventing some part of the further damage which might other- 
wise be done by the toxins of rheumatism. My own experience 
is that huge doses of sodium salicylate do not act more power- 
fully in chorea than a moderate dose of ten to twenty grains 
every four hours, varying according to the patient’s age. In 
severer cases the dose should be more frequently given, every 
hour or two hours, for the first twelve or twenty-four hours. 
Twenty or thirty grains of bicarbonate of soda should be given 
with it, and the bowels must be kept open by salines given at 
fixed intervals. It should be gradually left off when the active 
period of infection seems to have ceased ; and the same remark 
applies to the rest in bed which is absolutely necessary in the 
earlier stages. This “ rest’ is to be mental as well as physical ; 
children should be kept quiet, isolated if possible, and allowed 
books and toys in small doses only. 

(6) Remedial rest for the neurones.—Recovery actually begins 
as soon as the active stage ceases, but since the nerve cell is a 
highly-organised structure, its recovery is very gradual, so that 
the perversion of its functions persists for some time after the 
toxins have ceased to act upon it. It follows that no one can 
certainly determine the point at which the period of active 
disease ends and that of convalescence begins. It is therefore 
impossible to lay down any certain law as to the indications for 
dropping the treatment by salicylates and rest in bed; one 
must judge each case according to its own merits. Fortunately 
it does not matter much, so long as one makes a rule of erring 
on the side of excess in relation to the length of the period 
during which these are to be used, generally a period of 
about a fortnight, and parents should be warned that the attack 
is not likely to pass away completely in less than six weeks, and 
that any undue forcing of convalescence will mean relapse. 
Even when the child is well enough to be up and about, choreic 
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movements are likely to be in evidence, though slowly decreasing 
in degree; and these are to be considered as proof that the 
cortical neurones are but imperfectly recovered, and therefore in 
need of yet more rest. This period of rest should include a 
lazy life of getting up late and going to bed early, with plenty 
of fresh air, and regular but not wearying exercise. School is, 
of course, quite out of the question, for months after the move- 
ments have ceased. All this is very difficult to secure in the 
homes of people living in large towns with limited means ; 
sometimes it can be compassed by sending the child to stay in 
the country, if there are relatives available who can be depended 
upon to allow freedom and fresh air without allowing license 
and fatigue. When this can be done convalescence is often 
remarkably shortened. I have not found large convalescent 
homes very suitable for such children ; there is too much going 
on, and the excitement of unlimited play with other children 
interferes with the brain-rest that is needed. The smaller 
homes often provide a good environment. Exercises and 
games, wisely supervised and sytematically practised, are 
valuable in restoring precision of movement. 

(c) Improvement of the general health—To this end two 
things are chiefly necessary, fresh air and plenty of food. 
Whenever it is possible, children recovering from chorea should 
spend the greater part of the daylight hours out of doors ; this 
is of course conditional on quiet surroundings, and is another 
strong argument for convalescence in the country. As to food, 
ordinary meals should be allowed, with at least one pint of milk 
daily in addition. Tonics are also of value; the usual mixture 
of cod liver oil and malt with Parrish’s Food is as good as any, 
though I think its value is enhanced by the addition of two, 
three, or four drops of Fowler’s solution in each dose. Probably 
the extraordinary veneration shown by the medical profession 
for the treatment of chorea by large doses of arsenic is in part due 
to the observation of beneficial effects from small doses, and 
also in part to a vague feeling that arsenic does good-in nervous 
diseases. With an ingenuity worthy of a better cause, many 
have devised methods of giving large doses of arsenic to choreics 
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in such a way as to avoid toxic effects. All this is so much 
energy wasted, for even with large doses of arsenic it is not 
possible to shorten the course of chorea appreciably. My notes 
include 25 cases, all of whom had at least half a drachm 
of Fowler’s solution per diem for one, two or more weeks; in 
some there were toxic symptoms, in others there were not 
(owing to the manner of administration in mixture with food), 
but in no case were the miraculous results noted which we have 
been led to expect. One girl indeed took an ounce of Fowler’s 
solution in ten days, and was so little the better that her parents 
took her out of the Hospital, and shortly afterwards I saw her 
appearing in a local newspaper as the heroine of a wonderful 
cure by certain potent pills for pale people. After all, it is 
hardly to be expected that the effects of toxins upon cortical 
cells will be dispelled by the administration of a drug which also 
has a selective toxic action on neurones. 

(d) The treatment of symptoms.—The chief symptom calling 
for treatment is movement in excess. Such treatment is not 
needed in the great majority of cases of chorea, only in those 


who are being exhausted by constant activity or prevented by 


it from sleeping and feeding. Various measures may be used 
to this end; only two will be mentioned here. The first is 
chloretone. This drug has been recommended for routine use 
in chorea, but if we accept the view that the movements unless 
severe do not call for suppression we shall avoid the use of drugs 
of this type in all but those few cases in which the excess of 
muscular activity calls for special measures. It has indeed 
been my experience (in 22 of my cases where its ad- 
ministration is recorded) that small doses in mild cases tend to 
aggravate the movements, probably by increasing the failure 
of inhibition, which, as we have seen, is an important factor in 
such cases, while larger doses produce a general cerebral depres- 
sion which is out of proportion to the severity of the movements 
in all but bad cases. It should be given, when the movements 
are so bad as to call for some sedative, in doses of four or five 
grains three times a day, one of the doses being given at bed- 
time. The dose may be cautiously increased to eight grains in 


6 
VoL. XXIX. No. 111. 
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children over ten. The only form in which I have given it is im 
solution in petroleum emulsion. It appears to act as a muscular 
depressant as well as a general sedative, for a disproportionate 
degree of muscular weakness in discernible after its use. The 
ideal plan is to get the patient well under the influence of the 
drug, and keep him in a sleepy state for several days, varying 
according to the severity of the case. As the patient gradually 
emerges from this state the movements will in most cases be 
found to have lost their severity. Chloretone is discussed here 
at some length, because of the prominence given to it of late 
by several writers in relation to chorea. 

When every drug, including chloretone, fails, it is sometimes 
possible to suppress the most violent movements by means of 
hot packs. This measure has the advantage that it does no 
harm and is finite in its action. 

Another symptom which is often troublesome during con- 
valescence is paresis. In some cases massage has been of 
considerable value in removing this trouble. There does not 
seem to be any very good reason for this ; none the less, it is a 
method worth using in such cases. 


SUMMARY. 


1. Sydenham’s chorea is a manifestation of rheumatic 
infection. 

2. It is an organic disease of the brain, attacking all parts. 
of the cortex equally and impartially, but affecting the basal 
grey matter less severely. 

3. Consequently the symptoms are not only motor, but also 
psychical and sometimes sensory. 

4. The motor symptoms are partly due to loss of inhibition, 
partly to cortical irritation. 

5. In chorea the fallacy of the distinction between “ func- 
tional’ and organic nervous disease is exemplified. 


6. Chorea can be fatal without the occurrence of meningeal 


inflammation. 
7. This fact, with the phenomena of latent chorea, suggests 
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that chorea may be due to direct intoxication rather than gross 
infection of the cranial contents. 

8. The tendency of chorea is towards restoration of health 
to the brain. 

g. Treatment consists of (a) removal of the cause, active 
rheumatic infection, by rest in bed with administration of 
salicylates during the active stages ; (b) prolonged mental and 
bodily rest during convalescence ; (c) improvement of general 
health by fresh air, full diet, and tonics ; (d) quieting of excessive 
movement by sedative drugs or packs, and cure of paresis by 
massage. 

10. The full-dose arsenical treatment is useless. 

11. Chloretone is only useful in certain cases, and should 
not be given as a routine measure. 


In conclusion, it is once more my pleasant duty to thank 
my colleagues at the Bristol General Hospital, and especially 
Dr. Newman Neild, for their kindness in placing their patients 
at my disposal for observation ; also Dr. J. A. Nixon, Physician 
to the Bristol Royal Infirmary, for kindly allowing me to make 
pathological investigations of two fatal cases; Dr. Reginald 
Miller, Assistant-Physician to St. Mary’s Hospital, London, for 
forwarding me pathological material; and Professor Walker 
Hall (Professor of Pathology in the University of Bristol) for his 
unfailing helpfulness in matters of pathological technique. 


Progress of the Medical Sciences. 


MEDICINE. 


Tuberculin in pulmonary tuberculosis.—The crusade against 
consumption is making great progress everywhere : the general 
facts as to the ravages of the disease and the possibility of cure 
are now well known. The question now is not whether anything 
more can be done, but what is the best method of procedure. 
Dr. Mearns Fraser! remarks that so widespread have been the 
misery, poverty and death caused by consumption, that public 


1 Clin. J., 1910-11, XXXVil. 149. 
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opinion all over the country is unanimous as to the urgency of 
the need for taking some action towards the prevention and 
cure of the disease. He comments largely on the cost of 
sanatoria, and on the large number of cases for which provision 
should be made. He considers that the amount of sanatorium 
accommodation that can reasonably be provided can only 
benefit a very small proportion of the persons suffering from 
consumption. He criticises the action of sanatoria from the 
various points of view—as curative agencies, for purposes of 
isolation, and as educational agencies—and he argues that the 
cost of the education is excessive. He therefore maintains 
that the results so far obtained in this country, as also in 
Germany, do not warrant the amount of money that is expended 
upon them, so far as the working classes are concerned. He 
believes that a better method is available, and he recommends 
the Council of the Borough of Portsmouth to adopt the system 
of tuberculin dispensaries, which has of late been so strongly 
advocated by Dr. Camac Wilkinson, and which is being carried 
on at the Tuberculin Dispensary in Kennington Road, London. 
Other dispensaries have also been established at Aldershot, 
‘Street (Somerset) and Irvine (Ayrshire). Dr. Fraser finally 
advises his council to establish such a dispensary at a cost of 
about £600 per annum, and he thinks it inadvisable at present 
to provide a sanatorium for the borough. He anticipates the 
following great advantages from this method: ‘‘ That it does not 
interfere to any appreciable extent with a man’s means of 
livelihood, for it does not entail, as does sanatorium treatment, 
maintenance for some months in a sanatorium. I have seen 
patients receiving treatment during a course of several months 
who were able to follow their occupations nearly all the time. 
The advantage of a treatment to a working man which does not 
necessitate his giving up his work and leaving his family 
unprovided for for months is too obvious to need enlarging 
upon. An essential to the success of any treatment for 
consumption is that the disease should be attacked before it 
has progressed to its later stages. This applies as much to 
tuberculin as to sanatorium treatment, and herein is a great 
practical point in favour of tuberculin dispensaries. I have 
pointed out before that it is the money difficulty which prevents 
the working classes from availing themselves of sanatorium 
treatment in the early—that is to say, the curable—stage of 
the disease. There is, however, no such obstacle in the way 
of securing dispensary treatment, the cost of which is 
comparatively trifling. It is only reasonable to assume, 
therefore, that large numbers of the working classes, who 
would otherwise only have consented to go into a sanatorium 
when they had become unfitted for work, would, if such an 
institution were available, present themselves for treatment 
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at a tuberculin dispensary whilst yet in the early stsge of the 
disease. And it is reasonably certain that if tuberculin treat- 
ment is as successful as it is claimed to be the majority of these 
early cases would be permanently cured without ever having 
had to give up their work. The advantages from an economic 
point of view, the saving that would be effected to sickness 
assurance societies, friendly societies and boards of guardians, 
if such a result could be obtained, are so obvious as to need 
no comment.”’! 

An article on ‘“ Tuberculin and Dispensaries” sums up the 
question.? It recalls the rush to Berlin when Koch first stated 
his belief that his original tuberculin had the power of 
annihilating the activity of tubercle in the living body. The 
reaction that followed the gradual discovery that his tuberculin 
was not a reliable or even safe remedy was exceedingly 
disappointing, so that the treatment by injection was almost 
entirely given up by the great majority of the profession. 
However, it was never entirely discarded : numerous modifica- 
tions by various workers have been from time to time used 
largely by their enthusiastic advocates; and at the present 
time the use of one form or another of tuberculin has become 
established, more especially in Germany, and the results which 
are daily accumulating must convince everyone, except the 
incurable sceptic, that the use of tuberculin is becoming the 
rule of the level-headed practitioner, rather than the practice 
of the enthusiastic faddist. 

The work of Bandelier and Roepke, translated by Morland, * 
has greatly conduced to our increased knowledge of the uses 
of tuberculin, both as regards diagnosis and treatment. The 
much-debated question of the use of tuberculin in out-patient 
practice is summed up strongly in favour of its adoption, and 
it would appear to be already in far greater use in Germany 
than with us. It appears probable, therefore, that in the near 
future the method of treating individuals with tuberculosis by 
progressive doses of tuberculin will receive a more or less 
extensive trial. At present medical opinion is in a state of 
suspense on many points. 

The question as to what form of tuberculin to administer 
in any case is still open to differences of opinion. Hubert Kehl?# 
uses a combination of Koch’s old tuberculin and new tuberculin 
bacillary emulsion. 

A new preparation called Tebean has given good results 
in the hands of L. Steffen. This preparation has been evolved 
by Professor Levy. 


1 Morning Post, December 24th, 1910. * Brit. M. J., 191%, i. 265. 
3 Tuberculin in Diagnosts and Treatment, 1909. 
4 Wien. med. Klin., No. 36, 1910. 
5 Miinchen med. Wchnschr., 1910, Ivii. 838. 
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A tuberculinum purum, described by Gabrilowitch 
(Washington Congress, 1908), in rapidly increasing doses gave 
excellent results. Dr. F. A. Deal? states that owing to the work 
of the past decade tuberculin now stands on a well-founded 
basis. He considers that the avoidance of reaction is now the 
rule, and he finds that the tuberculinum purum, properly used, 
gives no reaction of any significance even in advanced cases. 

Many of the older modifications have had a long-extended 
trial with uncertain results. The tuberculocidin and anti- 
phthisin of Klebs * were at one time much vaunted, especially 
by Karl von Ruck,* who at first suspected that Professor 
Klebs had not only removed the dangerous properties from the 
tuberculin, but that he had removed its remedial principles as 
well. However, he was afterwards so convinced of the utility 
of tuberculin that he states, “‘I can abide my time, for the 
profession must ultimately arrive at the truth.” 

Trudeau and Baldwin found that the effects of larger doses 
of antiphthisin were similar in all respects to those produced 
by small doses of tuberculin, and they believed that the prepara- 
tion made by Klebs is practically a highly diluted tuberculin, 
and its effects on animals the same ; but neither tuberculocidin 
nor antiphthisin had any curative influence over experimental 
tuberculosis in the guinea-pig, neither had they any germicidal 
power over tubercle bacilli in vitro. Various other modifica- 
tions have been designed by Béraneck, Denys, Krauss and 
Koch. These are all described in Bandelier and Roepke, as 
also is Spengler’s bovine tuberculin, from which so much is 
now expected. 

A good general summing up of theory and practice in the 
treatment of pulmonary tuberculosis has recently been given by 
W. Cecil Bosanquet.* He favours the desire to increase resistance 
by the use of tuberculins, and thinks we may start with such a 
dose as yps0y Mg. Of T. R., working up gradually to ;},5 mg. 
We should just fail to give a recognisable reaction in 
temperature in apyretic cases, we should not use it in febrile 
cases, and he is very sceptical as to its value by the mouth. 
However, he maintains that there is no specific remedy or 
universal mode of treatment. ‘‘ Neither tuberculin, nor rest, 
nor work, nor mountain air, nor a sea voyage, nor a sanatorium 
is an infallible remedy.’”’ We have to study the individual 
patient, his circumstances and his idiosyncrasies ; then, armed 
with this knowledge, to try to raise his resistance to the bacillus 
and its poisons. 

It has not yet been forgotten that after the announcement 


1 Med. Rec., 1910, 1xxviili. 952. 
2 Med. Rec., 1895, xlviii. 871. 3 Med. Rec., 1892, xli. 685. 
a Det. MM. J., IOUT, Ww 124. 
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by Koch of the result of his investigations,’ and of the 
enthusiasm which was everywhere aroused, it was very soon 
discovered by Virchow? that various pernicious results of 
tuberculin were of common occurrence, that acute hyperemias 
of brain and hemorrhagic infiltrations of lungs and lymph- 
glands, the development of fresh tubercular foci and laryngeal 
swelling of phlegmonous character, gave rise to his cautionary 
warning in the use of a drug which could produce such results. 

Hence it is easy to understand the psychology of hesitation 
to adopt a treatment which has given such results.* P. K. Pel 
apologises for a reserve in the presence of a remedy still on its 
trial. There is much to dampen enthusiasm, and to keep us 
on the watch because of the many by-effects, such as headache, 
fever, insomnia, loss of appetite and weight, acceleration of 
pulse and general depression, the chance of acute exacerbations 
and complications, and of an individual hyper-susceptibility to 
tuberculin, which have often been observed. Our cliniques, 
hospitals and sanatoria have not yet established its efficacy 
upon unassailable evidence. Hence the proposals of Dr. Camac 
Wilkinson, * who argues for what is called the massive tuber- 
culin treatment, and raises great hopes in proportion to the 
boldness of his methods, are not greeted by the profession 
with cordial acclamation, inasmuch as the method is held 
to be one of ‘kill or cure,” and there is little collateral 
observation from other quarters to support his views. He 
advises the systematic use of tuberculin in test doses, and states 
that he had not found a single case of pleurisy which did not 
react to tuberculin. He considers the method of diagnosis by 
the tuberculin test to be absolutely reliable, and that the early 
treatment of tuberculosis by means of tuberculin is a real step 
forward in prophylaxis, of far greater efficacy than sanatorium 
methods have been. But it has been pointed out from work 
done at the Phipps Dispensary, Baltimore,’ that tuberculin 
tolerance is not synonymous with tuberculous immunity, and 
that under large doses the disease may break out in other organs. 
It is futile to expect that patients with rapidly progressive 
disease should react favourably ; they must be offering some 
resistance before we can hope that tuberculin will stimulate 
such resistance. 

There appears to be some ground for the contention that 
the tuberculin test has produced a very exaggerated estimate 


+ Brit. M. J., 1860, 1.5; 189%, 3. 825. 
2 Berl. klin. Wehnschr., xxviii. 49, 1891. 
3 Berl. klin. Wehnschr., 1909, xlvi. 1717. 


4 Treatment of Consumption, Macmillan, 1908; Practitioner, 1910, 
Ixxxiv. 145. 
5 Johns Hopkins Hosp. Bull., 1909, xx. 248. 
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of the proportion of the population affected. Dr. J. Edward 
Squire! points out that some 8o per cent. will react, but many 
never present any indications of this disease, and are no danger 
to others. Tuberculosis carriers, not suspected of tubercle 
bacilli, may or may not be in fairly good health, and the question 
of infection from this standpoint is a real danger. Childhood 
appears to be the time when most infections occur. It is stated 
by Pottinger? that nearly all are infected before the fourteenth 
year, and that a large proportion gain immunity from their 
own infection, and immunity against re-infection. He 
concludes that :— 

1. Treatment with tuberculin for five or six months will 
immunise a large percentage of incipient cases. 

2. That in the later stages tuberculin gives increased 
immunity. 

3. With immunity so obtained the disease becomes more 
chronic. 

4. That complications may be treated by its use. 

5. That immunity so obtained is much greater than by 
the ordinary hygienic measures. 

The dispensary system is now claimed to mark the dawn 
of a new era in our fight against tubercle bacilli. It was begun 
in Edinburgh in 1887 by Dr. Philip, at the Victoria Dispensary 
for Consumptives, adopted also by Calmette at Lisle in Igor, 
then with bewildering rapidity all over the continent, but only 
recently in England, at Paddington in Ig09. In Germany the 
system, started in 1904, had extended so rapidly, that in 1g09 
there were 858 institutions at work. 

These dispensaries should co-ordinate all the agencies of 
the district, should aid in diagnosis and treatment either with 
or without tuberculin, should be the means for securing early 
diagnosis, should provide for the supervision of the patients 
and their families, and should give social help as well as aiming 
at the discovery of contacts. 

There is not yet any general dispensary service in this 
country, but the advancement of thought is in their favour, 
and the day is coming, as it has come in Germany, France, 
America and Canada. 

In our own district we have the object-lesson given us by 
Dr. Hilda Clark at Street, who has organised a philanthropic 
dispensary scheme under which from 70 to 80 patients are 
being treated with tuberculin by the progressive dose method, 
subsidiary treatment being used when necessary for individual 
cases. 

Dr. Thurnam, Nordrach-on-Mendip, a pioneer in this work, 


1 Proc. Roy. Soc. Med., 1910, iv., Epidem. Sect., p. 27 
2 Med. Rec., 1910, Ixxvii. 1,042. 
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remarks “ that the ideal tuberculin dispensary will be worked 
in connection with a sanatorium for the after-treatment of 
patients who have received their first doses therein. I find 
every case demands the utmost care and individual research. 
The dosage, the times of increasing the doses, and the amount 
of the increases, have to be most carefully thought out.”’ 

The ideal scheme should involve the following essentials :— 

(a) Compulsory notification. 

(b) The sanatorium for early and curable cases. 

(c) A working colony for convalescents. 

(d) A dispensary in the centre of the city or district. 

(e) A hospital for the isolation of advanced cases, and their 
treatment. 

(f) A home for the hopelessly incurable. 


R. SHINGLETON SMITH. 


SURGERY. 


Pneumococcal arthritis—In a valuable paper Campbell 
Howard! deals fully with this affection, and gives a résumé of 
the literature of the subject, to which I am indebted for most 
of my references. 

The presence of a diplococcus in joint effusions occurring 
as a sequel of croupous pneumonia was first described by Foa 
and Bordoni-Uffreduzzi? in 1888, while the first fully reported 
case was published by Weichselbaum * later in the same year, 
in a paper entitled, ‘‘ On unusual localisation of the Pneumonic 
Virus.” 

Before this date French observers had pointed out that 
croupous pneumonia was complicated by inflammation of joints. 

An excellent paper published in rgor, entitled ‘‘ Pneumo- 
coccal Arthritis,” by Cave,4* of Bath, appears to be the first 
contribution of any importance published on the subject in this 
country. Pneumococcal arthritis is undoubtedly a rare 
condition, but with the increase of specialism and _ the 
multiplication of bacteriological laboratories taking place at 
the present day, the number of cases reported is increasing 
year by year. 

In 1899 Leroux: collected six instances from 4,256 cases of 
pneumonia. Cave, before his paper was published in Igor, 
could only find thirty-one cases, whereas Herzog,® up to 1906, 


1 Howard, Johns Hopkins Hosp. Rep., 1910, Xv. 229. 
* Foa and Bordoni-Uffreduzzi, Ztschr. f. Hvg., 1888, iv. 67. 
3 Weichselbaum, Wien. med. Wehnschr., 1888, xxxviii. 1177, 1209. 
4 Cave, Lancet, I9OI, i. 82, 5 Leroux, Thése de Paris, 1900, 137. 
6 Herzog, Jahrb. f. Kinderh., 1906, Ixili. 446. 
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had collected ninety-one, to which collection Howard! adds 
three other cases, reported in 1906 by Secretan and 
Wrangham,* Raw, and Middleton.¢ As far as our present 
knowledge goes, pneumococcal arthritis undoubtedly affects 
males much more commonly than females—in 1901, at the time 
of Cave’s paper, in the proportion of twenty-five to three, 
while Herrick,* in 1902, records forty males to seven females. 

When arthritis becomes purulent in children up to six 
months, it is stated by Dudgeon and Branson® to be almost 
invariably due to the diplococcus of pneumonia, and Herzog 
mentions the frequency of pneumococcal arthritis in infancy. 

Howard says that ‘‘ we can no longer consider pneumococcic 
arthritis more common in adult life than in infancy, though we 
are not yet warranted in assuming the contrary.” 

The last-named writer classifies pneumococcal arthritis 
under three headings :— 

I. Meta-pneumonic cases.—Those in which the joint affec- 
tion occurs as a complication or sequel of acute lobar or lobular 
pneumonia. 

II. Prae-pneumonic cases.—Those in which the joint 
affection precedes the pneumonia. 

III. Non-pneumonic cases.—Those in which the joint affec- 
tion occurs without any associated pneumonic inflammation 
of the lung tissue. 

Class I is by far the commonest. Cave’s figures work out 
at 90.3 per cent., Pfisterer’s? 86.6 per cent., and Herzog’s 
78 per cent. 

Class II is questioned by Howard, though Herzog collected 
four cases from the literature and added one of his own, making 
the percentage 5.5. 

In Class III Herzog’s figures give 16.4 per cent. 

Howard shows that Classes II and III are more common 
relatively and absolutely in infancy and childhood than in adult 
life, during which period they occur but rarely. 

In the meta-pneumonic cases the pneumococcus gains entry 
to the system undoubtedly through the respiratory tract. In 
cases occurring in children belonging to the pre-pneumonic 
and non-pneumonic groups, Herzog believes that the pneumo- 
coccus enters most commonly by a diseased middle ear, and the 
evidence he quotes in favour of his contention is very impressive. 

In the majority of the meta-pneumonic cases the organism 
undoubtedly reaches the affected joint by the blood stream. 


1 Howard, Johns Hopkins Hosp. Rep., 1910, xv. 229. 
2 Secretan and Wrangham, Brit. M. J., 1906, i. 915. 
3 Stanley Raw, Ibid., 1906, i. 1400. 4 Middleton, Ibid., 1906, ii. 197. 
5 Herrick, Am. J. M. Sc., 1902, cxxiv. 12. 
‘6 Dudgeon, Lancet, 1903, ii. 266. 7 Pfisterer, Jahrb. f. Kinderh., 1902, lv. 
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Pfisterer mentions seven cases of unilateral pneumonia, in 
all of which the shoulder-joint and in three the sterno- 
clavicular joint were affected on the same side as the pneumonia, 
in support of the suggestion that in some cases the lymphatic 
system is responsible for the conveyance of the pneumococcus 
from the primary focus. Pneumococcal arthritis much more 
commonly affects one joint only than two or more joints. The 
larger joints seem to be more commonly affected than smaller 
‘ones. This one would naturally expect to be the case, as the 
larger the joint the greater its risk of traumatism, a rule too 
which holds good in other infections of joints superimposed upon 
previous traumatism. 

The joints which have been most commonly reported as 
being affected are the shoulder and the knee. Herzog records 
finding four elbows and two ankles, and Herrick eight 
sterno-clavicular joints. Fells! reports at some length a case 
involving the left hip in a lad aged fifteen, which was operated 
upon by the writer of this article. 

It is a well established fact that traumatism or previous 
disease of the joint play an important part as predisposing 
factors in pneumococcal arthritis. The writings of Leroux, 
Cave, Cole, * Pfisterer and Herrick show that in at least 31.41 
per cent. of cases collected by them there was a note of either 
traumatism or disease of the joint preceding the onset of the 
pneumococcal affection. In Fell’s case, in which the hip was 
affected, there was a definite statement that that particular 
joint had been sprained five days before the onset of pneumonia. 
In another case, operated upon by the writer and referred to 
later, there was definite evidence of the left shoulder being 
strained while the patient was being moved in bed during the 
course of the pneumonia. 

The fact that trauma plays so important a part in pre- 
disposing to joint affections in pneumonia probably accounts for 
the much greater frequency of incidence in the male sex, 
men in the pursuit of their livelihood being much more exposed 
to injury than is the opposite sex. It may also account to some 
extent for the relative frequency of joint affections in early 
childhood. In this respect trauma plays the same prominent 
part in predisposing to the incidence of pneumococcal arthritis 
as it does in many other conditions in which the joints are liable 
to become subject to bacterial infection. Two common 
‘examples will suffice, gonococcal arthritis and tuberculous 
arthritis, in both of which affections it is the exception not to 
be able to obtain a definite history of strain or sprain or other 
previous injury to the diseased joint or joints. 


1 Fells, Bristol M.-Chir. J., 1909, xxvii. 336. 
2 Cole, Am. Med., 1902, iii. 905. 
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The nature of the fluid contained in the affected joints. 
varies with the period of the disease at which the interior of 
the joint is inspected, from an excess of synovial fluid to pure 
pus. This is well borne out in the two cases with which the 
writer has been connected. In that reported by Fells, pain 
in the hip was complained of on the twenty-second day. When 
the joint was opened eleven days later the synovial membrane 
was much injected, and contained blood-stained synovial 
fluid, no fibrin and no pus. A culture made from this fluid at 
the time the joint was opened resulted in a pure growth of the 
diplococcus of pneumonia, an important point unintentionally 
omitted in the original report of the case. Five days later pus 
loaded with pneumococcus discharged from the wound ; it ceased 
to discharge seven days later, and the wound healed. Twelve 
months later, when seen by the writer, the function of the joint 
was perfect. 

The other case was a male, aged 51, who contracted right- 
sided pneumonia the last week of November, Igto. On 
December 13th pleurisy supervened at the right base, and on the 
same day he complained that his left shoulder was strained by 
his being pulled up in bed. Four days later a large pneumo- 
coccal empyema was opened on the right side. Pain was 
repeatedly complained of in the left shoulder, until on 
January roth, rgt1, it began to swell. On January 13th, 
thirty-one days after the first complaint of pain in the shoulder, 
an exploring needle, followed by a small incision under a local 
anesthetic, voided several ounces of pure, odourless pus; a 
short drainage tube was inserted, relief from pain was 
immediate. The pus withdrawn gave a pure culture of the 
diplococcus pneumonie. Three weeks later the discharge had 
ceased and the wound was healed, but there was coarse friction 
felt on movement of the head of the humerus. 

Again, in a case reported by Howard,! the patient 
complained on the twelfth day after onset of pneumonia of 
pain on movement or manipulation of the left ankle, and on 
inspection it was found to be red and swollen. On the 
twentieth day of the illness an exploring needle was inserted, 
and a syringeful of yellowish, purulent, blood-stained fluid was 
removed, which contained numerous pus cells and _ blood 
corpuscles, and which on culture gave a pure growth of 
diplococcus pneumoniz. The joint was opened the same day, 
and the patient was discharged three and a half weeks later 
quite well, save for some swelling of the ankle. 

Howard states that when recovery takes place ankylosis 
of the affected joint usually results. The prognosis in this 
respect is probably much influenced by the period at which, 
during the progress of the arthritis, the joint is opened. 


1 Loc. cit. 
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If the joint is opened and drained before the formation of 
pus, there seems to be less likelihood of subsequent ankylosis, 
and the shorter the length of time before suppuration ceases 
and the small incision has healed. 

The joint should be opened with the most rigid aseptic 
precautions under a local anesthetic, and a culture should always 
be made from the contained fluid. It is probably wise, if the 
patient’s condition allows, to thoroughly wash out the joint 
cavity with sterilised normal saline at the body temperature, 
after inserting a small drainage tube. A bandage or strapping 
should be so arranged over the sterile dressing as to prevent the 
retention of secretion in the normal pouches of synovial lining ; 
the limb should be so arranged as to immobilise the affected 
joint, and if that joint be the shoulder, in such manner as shall 
not impede the movements of the chest wall during respiration. 
It is possible that considerable assistance in resolution is 
derived from administering in suitable dosage vaccines 
manufactured from the cultures obtained from the joint cavity 
before removal of the drainage tube. 

In the case related above the improvement noticed, not 
only in the shoulder-joint but also in the lung and empyema 
wound, after the administration of vaccines was marked. 

In such joints as the elbow, knee and ankle much benefit 
might also be derived from the application of elastic bandages 


to produce hyperemic congestion of the joint after the manner 
advised by Bier. 


ROBERT G. POOLE LANSDOWN. 


OPHTHALMOLOGY. 


Cataract. Extraction of the lens in its capsule.—This 
operation has come still more into prominence in the last year 
or two. The idea, of course, is not new, and it is now some 
ten years or more since Major (now Lieut.-Colonel) Smith, with 
whose name the operation will generally be associated, began 
to work out the technique necessary for the successful per- 
formance of the operation. In his hospital at Jalandhar he 
has extracted more than 22,000 cataractous lenses in this 
manner. It is probable that any of the recognised operations, 
in the hands of a skilful operator with such vast experience, 
would have given excellent results. The advantages claimed 
for Colonel Smith’s method are the almost complete elimination 
of iritis, the avoidance of a troublesome and sometimes 
dangerous operation for the division of the secondary membrane, 
and above all the possibility of operation in any stage of an 
immature cataract. The operation is applicable only to adults, 
and should not be attempted before the age of thirty, as until 
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that age the adhesion of the posterior capsule of the lens to the 
hyaloid is so intimate that vitreous is certain to be lost. It is 
this dread of losing vitreous that has hitherto deterred most 
European and American operators from adopting the method. 
The fear was that although the eye might survive the operation, 
even though a considerable quantity of vitreous might be lost, 
yet in the long run the eye would not ‘‘ wear well.’’ To test 
this objection Lister has undertaken a research in the hospital 
records at Jalandhar. Many thousands of cases were inves- 
tigated, and wherever the escape of vitreous was noted the 
patient was written to. Ninety-five presented themselves for 
examination. The different periods since the date of operation 
ranged from six months to nine years. The average 3.7 years. 
Lister concludes that the amount of vitreous lost does not 
materially affect the ultimate result. It is specially important 
to note that detachment of the retina, so generally dreaded 
after escape of vitreous, did not occur in a single instance. It 
therefore appears probable that it is a serious complication 
only when the eye is hampered with the debris and capsule 
of the lens. 

Very briefly, the chief features of Colonel Smith’s technique 
are as follows. After the section of the cornea and the 
iridectomy the speculum is removed, and the eye entrusted to 
a carefully trained assistant, who holds the lids apart with his 
fingers, and at the same time hooks up the upper lid with a 
strabismus hook. This removes all possibility of the patient 
exerting pressure on the globe by means of his lids or 
orbicularis. The operator then tries.to rupture the suspensory 
ligament by pressing backwards with the point of a strabismus 
hook near the lower corneal margin. As soon as the edge of 
the lens presents in the wound, it is followed upwards by the 
hook. If the capsule ruptures an attempt must be made to 
extract the remains of it with forceps. If vitreous presents in 
the wound the delivery of the lens must be assisted with the 
spatula or vectis. 

It appears that a better trained assistant is required for 
this than for the ordinary operation, and that the operator 
himself requires rather more practice in order to do justice to 
the operation; but in any case it seems likely to mark a 
distinct advance in ophthalmic surgery, and to render a decided 
service to humanity. 

An important criticism of Smith’s operation is furnished by 
Major Kilkelly in the Indian Medical Gazette of May, Igto. 
At his request Colonel Smith operated on twenty-three cases in 
Bombay. The patients were kept in the hospital for periods 
varying from fifteen to twenty-seven days. The vision on 
discharge was only in one case better than ;,. In five cases 


1 Arch. Ophthal., 1910, xxxix. I. 
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the capsule ruptured, vitreous escaped in two cases. In five 
cases there was incarceration of the iris in the angles of the 
wound, and seven suffered from iritis. Though he has done 
the operation in more than 600 cases, Major Kilkelly has 
abandoned it, and the results of these twenty-three cases 
confirm him in his decision. Time only will show in what 
instances the operation is applicable. 

Arsenic compounds and optic atrophy.—Now that organic 
compounds of arsenic are being used in the treatment of many 
protozoal diseases, such as syphilis, malaria, recurrent fever 
and the like, the possible risk attending their use must not be 
forgotten. Koch reported twenty-three cases of optic atrophy 
following the use of atoxyl in patients suffering from sleeping 
sickness. Schirmer! records a case in a man of 58 after two in- 
jections of atoxyl a week for six months, the total amount 
given being 9.9 grammes. After the treatment had been per- 
sisted in for about two months the vision began to fail. Twelve 
months later he was totally blind. Similarly a man aged 73 
suffering from psoriasis became totally blind about four months 
after six injections of arsacetin given in a period of four weeks. 
Both these cases occurred in diseases never known to produce 
optic atrophy. Another typical example is quoted by Coppez. * 
A man of 54 with inherited syphilis, interstitial nephritis and 
cardiac lesions, received a_ series of ten injections of 
5 centigrammes each of atoxyl. The sight began to fail after the 
first injection, and blindness was complete after the fifth ; 
but this was looked upon as an indication for pushing the 
remedy. It was not until five weeks after the onset of the blind- 
ness that pallor of the discs became apparent. No recovery of 
vision occurred. The total number of such cases recorded 
approaches forty, or is even more. The clinical phenomena 
resemble quinine blindness, but in this latter partial recovery is 
the rule. Dimness of sight and flashes of light appear usually 
to be the earliest symptoms. At first there are no ophthalmo- 
scopic changes, but almost invariably the visual fields are 
contracted. 

Ehrlich’s ‘‘606”’ appears to be free from the dangers 
attending the use of atoxyl. An epitome of the experience of 
Schanz, of Munich, * suggests that it was of some use in five cases 
of interstitial keratitis. In one case of early syphilitic iritis 
one injection was followed by the disappearance of the 
inflammatory signs and giving way of the synechiz. In one 
week after a single dose, and with the use of atropin, the eye 
had recovered. It has also proved of marked use in 
syphilitic papillitis. It is early to predict, but hitherto no case 

1 Arch. Ophthal., 1910, xxxix. 456. 
2 La Clinique Ophthal., June, 1909. 
3 Ophthal. Rev., xxx. 25. 
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has been recorded in which ‘‘ 606” has been followed by 
serious damage to sight. 

Trachoma.—Since Greef and others demonstrated the 
minute ‘‘ trachoma bodies” in pairs or dumb-bell forms some 
two years ago, similar if not identical bodies have been found 
by several observers in blenorrhcea, both conjunctival and 
genital. Herzog traces a close connection between the 
gonococcus and trachoma bodies. He reports an early case of 
trachoma, with an unusual number of cell-inclusions, many 
cells containing paired organisms, like gonococci, but smaller. 
He regards them as possibly being transition forms. The 
examination of another case of acute conjunctival blenorrhcea 
showed typical gonococci in profusion. After six days’ energetic 
treatment there were no gonococci, but numerous cell-inclusions 
were found for the first time, exactly like trachoma bodies. 
Four weeks later the microscopical findings were negative. 
Further proof of this association by cultures is lacking, but 
it is significant that apart from trachoma these characteristic 
formations have only been found in cases of gonorrheeal origin. 

The action of astringents in conjunctivitis Formerly the 
accepted theory was that astringents caused a superficial 
slough, and that this carried away the majority of the diseased 
cells. Later the ‘‘ antiseptic’ theory led to douching of the 
conjunctiva on the supposition that the drug acted directly 
on the microbes. Schneider concludes that there is no 
bactericidal substance in normal lachrymal or conjunctival 
secretion, but that the application of even I in 1,000 solution 
of nitrate of silver causes the formation of ‘‘ leukines ”’ in the 
conjunctival secretions. The same result is produced by 
protargol and sulphate of zinc. After the instillation leucocytes 
pass into the conjunctival sac and give off leukines, and it is 
upon the production of leukines that the curative power of 
astringents depends. 

CyrRiIL H. WALKER. 


‘Reviews of Books. 


Manual of Tropical Medicine. By ALDo CASTELLANI, M.D., and 
ALBERT J. CHALMERS, M.D. Pp. xxv, 1242. London: 
Bailliére, Tindall & Cox. Igto. 

We have been accustomed to a high standard in text-books 
of tropical medicine by the writings of Manson, Daniels, and 


others, but the present volume worthily keeps up the tradition. 
Its authors are thoroughly qualified for their work. Castellani 
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is Director of the Clinique for Tropical Diseases in Colombo, and 
also served on the Sleeping Sickness Commission in Uganda. To 
him we owe the discovery of the trypanosome in sleeping sick- 
ness, and of the spirocheta pertenuis of yaws. Chalmers is 
pathologist and parasitologist at Colombo, and has also seen 
service in West Africa. 

To a large extent the ground covered is similar to that in 
Manson’s well-known book, and the descriptions are clear and 
interesting. An immense space is of course taken up by cata- 
loguing and differentiating the multitude of Biting Flies, Ticks, 
Fleas, Worms, Protozoa, and other parasites, in which a beginner 
would rather lose his way, but which to one who had taken out a 
course in Tropical Medicine would be invaluable. The illustra- 
tions are numerous and excellent. 

Distinctive features of the book are the accounts of Indian 
and other native poisons, an admirable chapter on snakes, and 
especially a full and detailed description of the various tropical 
skin diseases which so often puzzle the doctor. On this subject 
Castellani is peculiarly at home. 

He is quite confident that yaws and syphilis are distinct 
diseases, caused by closely allied spirochetes. Man or monkeys 
immune to the one can readily be inoculated with the other. 

Needless to say, the book is thoroughly up to date, including 
even an account of cholera carriers of the type rendered familiar 
to us by the researches of Drs. Davies and Walker Hall on 
typhoid. 

Space is saved by omitting all reference to laboratory 
methods, for which the authors refer to other special text- books, 
but the directions for treatment are full and minute. 

As a matter of taste, we must enter a protest against such an 
innovation in spelling as agchylostomiasis. 

It is safe to prophesy that most medical practitioners in 
isolated situations in the tropics will now feel it necessary to take 
this book as well as others. Men reading for the higher medical 
examinations in England, or having tropical cases under their 

care, will also do well to consult such an excellent manual. 


A System of Medicine. By Many Writers. Edited by 
Sir CLIFFORD ALLBUTT, K.C.B., M.A., M.D., and HuMPpHRY 
Davy Rotieston, M.A., M.D. Vol. VII. Diseases 
of the Muscles, the Trophoneuroses, Diseases. of 
the Nerves, Vertebral Column and Spinal Cord. Pp. 
XVI., goo. London: Macmillan & Co. Limited. trgro. 


This volume includes parts of the old Volumes VI and VII, 
and one article, that on ‘“‘ Herpes Zoster,’ from Volume VIII. 
Many sections have been more or less rewritten, and several 


7 
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entirely new ones added, such as those on ‘“‘ Amyotonia Con- 
genita ”’ (Dr. J. Collier), “‘ Myasthenia Gravis” (Dr. F. Buzzard), 
‘Family Periodic Paralysis’’ (Professor J. Michell Clarke), 
“Syphilis” (Dr. Wilfred Harris), and ‘‘ Tumours ot the 
Cord” (Dr. E. Bramwell). A section on ‘‘ Motor Neuron 
Disease’”’ replaces the former articles on ‘ Chronic Polio- 
myelitis’’ and ‘‘ Amytrophic Lateral Sclerosis.” 

The diseases of muscles and the trophoneuroses occupy the 
two first sections of the volume, otherwise devoted to nerve 
diseases, and there is iundoubtedly a convenience in this 
arrangement, though the present tendency in several of these 
disorders is to refer them entirely away from nerve changes. 
Thus Sir Thomas Barlow has come to look on erythromelalgia 
as due to vascular disease, and the nerve changes and vaso-motor 
states as secondary, though he reverses the process in 
Raynaud’s disease. 

Buzzard points out that the interest in myasthenia gravis 
in this country only dates from Campbell and Bramwell’s 
monograph in 1900, and thinks it is due to glandular changes. 
He shows how often it is associated with Graves’s disease, and 
that the most common finding is deposits of mononuclear cells 
in the muscles and elsewhere. Another most interesting 
disease is family periodic paralysis. Professor Clarke’s picture 
of it seems to us to present striking analogies to migraine, 
though sensation and consciousness are unaffected. Temporary 
attacks of paralysis of the muscles, except those supplied by 
the cranial nerves, occur from time to time, especially in early 
adult life, and last one or two days.. They may be brought on 
by fatigue, excitement or overfeeding, and are sometimes 
preceded by prodromal sensations. 

Nearly one hundred and twenty pages are devoted to a most 
instructive survey of the nervous system and its pathology, by 
Dr. F. W. Mott, which will be found an invaluable exposition of 
recent researches on the subject. The story of the discovery 
of the neurons and their processes leads up to the discussion of 
how they are affected by disease. They cannot be regenerated 
if destroyed, and are both excitable cells and conductors of 
energy. The nerves which are processes of the cells are subject 
to similar oxidation processes. Dr. Mott goes on to show how 
changes in the neurons, like those produced in disease, have been 
produced and studied by either cutting off the blood supply or 
by surrounding them with an atmosphere of N or O, and then 
compares with these the actual results found in various patho- 
logical states. 

In the discussion of the linking together of the nervous 
system we get an interesting account of reflex action and of pain 
as a psychical adjunct to a protective reflex, introducing us to 
the work of Sherrington, Pavlov, and Richet. The paper 
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concludes with an account of the cerebro-spinal fluid as the 
medium of gaseous exchange, and of the possible source of 
energy to be found in the dextrose it contains. He insists that 
a key to many pathological changes in the brain can be found 
in the presence of substances such as choline and cholesterol 
in this fluid. 

Starr has added to his account of acute anterior poliomyelitis 
a notice of recent epidemics and some of Flexner’s discoveries 
as to the organism involved. In caisson disease Leonard Hill 
describes recent studies on the physiological conditions of 
work in caissons and in diving under pressures up to 68 lb. on the 
square inch, with the consequent increased supply of oxygen. 
His experiments show that the symptoms are due to the 
tendency of the nitrogen absorbed to escape irregularly from the 
various tissues as bubbles in the blood when “the pressure is 
suddenly removed. Gradual decompression prevents _ this. 
Admiralty divers are decompressed in several stages. The 
author finds that one long stay at 35 lb. to the inch is sufficient, 
but the shifts of work should not be too long, and old or fat men 
should not be employed. The mortality in recent operations 
has been greatly reduced, and immediate recompression is 
advised if a man is attacked. 

Serums, Vaccines, and Toxines in Treatment and Diagnosis. By 
W. C. Bosanquet and Joun W.H. Eyre. Pp. viii, 362. Second 
Edition. London: Cassell and Company Limited. 3Ig10.—The 
first edition of this exceedingly useful summary of the principles 
and practice of serum and vaccine therapy was published in 1904, 
and a second edition is now very opportune. In the former the 

se of tuberculin and of bacterial vaccines generally claims little 
space, and the discovery of opsonins is not mentioned. In the 
second edition these subjects occupy most of the space allotted to 
new matter. The authors throughout write rather as recorders 
of work done than as advocates, and maintain a carefully critical 
attitude. With regard to the use of tuberculin in pulmonary 
tuberculosis, the conclusion is arrived at that “* there seems to 
be a consensus of opinion that in suitable cases the value of the 
remedy is beyond question.” If so much can be said of perhaps 
the most difficult and debatable application of vaccine therapy, 
one is not surprised to find a more emphatic endorsement of 
success achieved by it in other directions. Whilst subjecting the 
validity of opsonic index determination to severe criticism, the 
authors nevertheless are of opinion that it has had at least 
one important and most beneficial result, in that it has led to a 
great reduction in both the frequency and the size of the doses 
of tuberculin generally employed. The effects of minute doses 
are now recognised, and a great step towards a rational use of 
the remedy has been taken. Is not this a tacit admission that a 
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useful degree of constancy and accuracy is attainable in this 
laborious work ? Every worker who has had frequent occasion 
to chose between alternative diagnoses by aid of opsonic indices, 
and has afterwards found his choice justified by vaccine treat- 
ment, knows that this is so, and the quotation of some instances 
of discordant determinations on the same serum by different 
workers is not likely to cause such to set aside a technique 
which can, on occasion, give invaluable help. As regards serums, 
anti-bacterial and anti-toxic, the authors confess that, with the 
exception of anti-diphtheritic serum, results have been on the 
whole disappointing, and they do not appear convinced of the 
utility of normal horse serum, though much has been claimed 
for it. But that our resources against bacterial infections, and 
our means of diagnosing their obscure constitutional sequele, 
have been greatly increased during the last few years, and are 
likely to be augmented as investigations of blood plasma become 
more exhaustive, no impartial reader of this little treatise can doubt. 


Reports of the Sleeping Sickness Commission of the Royal 
Society. No. X. London: Darting & Son Ltd. .—Further 
details in the life-history of the glossina palpalis as a carrier of 
trypanosoma vivax in Uganda, and some further points on the 
duration of the infectivity of the glossina after the removal of 
the lake shore population are here reported. Captain F. P. 


Mackie, of the Indian Medical Service, is associated with Colonel 
Sir David Bruce, C.B., F.R.S., in these researches, and his old 
medical school friends in Bristol will be gratified to see that his 
time is so well spent. 


Loose-Leaf Medical Pocket Book. London: John Walker 
and Co. Ltd. 1910.—The feature of this “ visiting list’ is the 
readiness with which the various sections can be renewed, enlarged 
or altered in any way to suit the individual requirements of any 
practice, while the use of a transfer case enables the practitioner 
to keep a permanent record of all cases noted down from day to 
day. The separate sections, viz. visiting list, addresses, cash 
account, visits record, accounts rendered, vaccinations, etc., etc., 
are turned up with the greatest ease. At any rate, it is worth the 
while of any practitioner to examine this book and judge for 
himself whether it is suited to his taste and requirements. 


Diseases of the Joints and Spine. By HowaArp Marsh, 
M.A., M.C. Cantab. New and Enlarged Edition. Thoroughly 
Revised by the Author and by C. GorpoN Watson, F.R.C.S. 
Pp. xv, 632. London: Cassell and Co. Ltd. MCMX.— 
Many of us have valued very highly Professor Marsh’s book on 
Diseases of the Joints and Spine, and we greatly welcome a new 
and enlarged edition of it. In bringing out this new edition 
Mr. Gordon Watson has been associated with Professor Marsh. 
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We notice that it is now fifteen years since the last edition 
appeared, and there is of course much to add to a work of this 
kind in that time, and everything seems to have been added 
which would bring the book thoroughly up to date. We are 
glad to see that a very definite distinction is now drawn between 
osteo-arthritis and rheumatoid-arthritis, and doubtless the 
authors have been influenced in rewriting this chapter by the 
recent very interesting discussion on this subject at the Royal 
Society of Medicine. An additional chapter on “ Intermittent 
Hydrarthrosis”’ has been added. In this condition there is 
recurrent effusion into one or more joints—very often the 
knee—and in the intervals the joints seem to be perfectly 
normal. There may be also severe pain at times in the affected 
joints. It is a very curious condition, and may be cured by 
drugs such as quinine or arsenic. A valuable chapter has also 
been added on Coxa Vara. Professor Marsh has so largely 
embodied Mr. Elmslie’s views on coxa vara in this chapter—it 
is so largely modelled on his writings—that Professor Marsh 
might almost have inserted a chapter written by Mr. Elmslie 
himself, as he has one on hypertrophic pulmonary osteo- 
arthropathy written by Dr. Waterhouse. We must say we 
feel unable to conceive of the gradual slipping of the epiphysis 
in coxa vara. It seems to us more likely that a rapid displace- 
ment occurs, but symptoms are not produced until union takes 
place in malposition. 

Professor Marsh has very fully described and illustrated the 
splint used by Mr. Gauvain at the Cripples’ Home at Alton. 
We do not see that it has any great advantage over the ordinary 
Phelp’s bar, and we feel rather doubtful if the hyperextension 
of the spine is really desirable. We feel sure that everyone 
who has known the value of Professor Marsh’s earlier edition 
will be glad to have the present one in addition. 


Difficult Labour. By G. ERNEsT HERMAN, M.B. New and 
Enlarged Edition. Pp. xii, 547. London: Cassell and Co. 
Ltd. 1910.—This well-known text-book makes its appearance 
in its fitth edition as a somewhat thicker volume. It has 
been revised throughout, additions have been made to the 
letterpress in numerous places, and a number of new plates 
inserted. A new chapter on retroversion of the gravid uterus 
has been added. Although this can hardly be included under 
“difficult labour,’’ it is a distinctly useful addition. The 
last chapter on puerperal eclampsia has been included at 
the request of numerous readers. The author insists on the 
inexpediency of emptying the uterus as a routine measure. 
The treatment by morphia gets strong recommendation. The 
should be read by all in general practice, and the new edition 
is a distinct improvement on its useful and popular predecessors. 
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Practical Obstetrics. By E. Hastincs Tweepy and G. T. 
WreEncH, M.D. Second Edition. Pp. xx, 491. Oxford Medical 
Publications. 1910.—A further acquaintance with this work 
enables us to repeat the good opinion which we expressed con- 
cerning it when it first appeared under another title. We think 
the change of title an improvement, as the book deserves to be 
recognised as an exposition of midwifery practice generally, 
and not of the Rotunda methods only, excellent as they are. 
The book is one that every student and practitioner of obstetrics 
and gynecology should have. 


Hints for the General Practitioner in Rhinology and 
Laryngology. By Dr. JOHANN FEIN. Translated by J. 
BowrRInG HorcGAn, M.B., B.Ch. Pp. Xiu, 223. London : 
Rebman Limited. _MCMX.—This work, as its title implies, 
makes no pretence to be a scientific treatise, but is designed 
to lend a helping hand to the general practitioner. As 
such it will be found useful, but there are many defects. The 
symptomatic classification employed would no doubt have 
served a purpose | had it been found possible to use it throughout ; 
but while under ‘‘ dysphagia” are grouped the majority of the 
diseases of the throat, such obvious sy mptoms as “ epistaxis ”’ 
and ‘“‘ nasal discharge ” are not used in the classification of 
nasal diseases. The subject matter will serve a useful purpose 


in helping to dispel the all too popular idea that “ catarrh ”’ 


“cc 


and ‘‘nasal polypus’”’ cover the whole of laryngology and 
rhinology. The importance of hoarseness as an early indication 
of malignant disease of the larynx is also duly emphasised, as is 
the importance of early removal of adenoids before they have 
produced permanent damage. The author appears to attach 
undue importance to the size of a tonsil, to the neglect of its 
septicity, as an indication for removal. The sweeping con- 
demnation of enucleation of the tonsil as an alternative to 
tonsillotomy will not meet with general approval in this 
country at any rate. Although the removal of adenoids is but 
briefly described, as being outside the general practitioner’s 
sphere, room is found for a description and illustration of an 
adenoid curette devised by the author. Diseases of the larynx 
are dismissed in a very few pages, the use of a laryngeal mirror 
not being included. It is a pity that such a little practical 
point as the method of laryngeal auto-insufflation, although 
mentioned, is not described. Urgent dyspneea, although usually 
having to be dealt with by the general practitioner, is not 
treated in any detail. The illustrations are clear and the 
translator has done his work well. 


An Introduction to the Study of Hypnotism. By H. E. 
WINGFIELD, M.D. Pp. viii, 175. London: Bailléire, Tindall 
and Cox. 19g10.—Inasmall volume of some 150 pages we have 
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a most lucid and practical description of hypnotism. Though 
the author disclaims anything new for those who have studied 
the larger text-books on the subject, the way in which every 
point is illustrated by an ingenious experiment makes the book 
refreshingly interesting to read, besides being a distinctly practical 
work. After a short chapter on the history followed by a 
simple account of the theory of the subconscious mind, which is 
the basis of modern hypnotism, the rest of the book is taken up 
with Phenomena, Treatment, and the Case against Hypnotism. 
The methods of induction are given concisely, and with a number 
of useful practical suggestions. The chapter on treatment will 
probably interest medical men most. There is still much 
ignorance concerning treatment by hypnotic suggestion in the 
profession, in spite of the writings of such men as Drs. Lloyd 
Tuckey and Bramwell, to mention only two. There is still far 
too much fear of what has been proved to be in experienced 
medical hands a safe and powerful remedy, a remedy too which 
is often the only one. There are still too many practitioners 
who think its use is limited to hysterical conditions. We can 
cordially recommend this book to the notice of the profession. 


The Suggestive Power of Hypnotism. By ForBEs WINSLOow, 
M.B. Pp. go. London: Rebman Ltd. 1910.—This is a 
booklet written apparently for the general public. It should 
do good if only by explaining the so-called miracles of Christian 


Science. But it will also help to dispel some of the fear that 
the general public still have of hypnotism. 


Annual Report of the Board of Regents of the Smithsonian 
Institution, 1908. Washington: Government Printing Office, 
1909.—The general appendix of this volume contains many 
papers of great interest on a variety of subjects, but perhaps in 
this annual report the papers appeal more to the expert than 
to the general reader, being as a rule more technical in character 
than usual. Subjects that are much before the public are 
treated of, such as military aeronautics, aviation, photo- 
telegraphy, etc. The paper by Major Squier, U.S.A., on military 
aeronautics is profusely illustrated by most excellent repro- 
ductions of photographs of airships and aeroplanes, and con- 
sequently makes quite interesting reading. Medical readers will 
read with pleasure Ronald Ross’s brilliant lecture on “‘ Malaria 
in Greece,’’ delivered before the Oxford Medical Society. We 
would also direct attention to Professor Sylvanus Thompson’s 
eloquent appreciation of the “ Life and W ork of Lord Kelvin,” 
the ‘‘ Kelvin Lecture ” of the Institution of Electrical Engineers. 
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For the following note we are indebted 
Sanatoria and to Dr. Rowland Thurnam, of Nordrach- 
Tuberculin on-Mendip :— 
Dispensaries. Vaccine Therapy.—The application of 
vaccine therapy to so widespread a 
disease as tuberculosis is of the utmost importance. 

All vaccine therapy is difficult, and of all the diseases 
perhaps tuberculosis presents the greatest difficulty in treat- 
ment. The idiosyncrasies of the patients, the necessity for 
their intelligent and loyal co-operation with the doctor, even 
the numerous varieties of tuberculin available, all tend to 
make the treatment a complicated matter. Those of us who 
have given tuberculin a fair trial are convinced of its value, 
especially when given in progressive doses with the object of 
securing that immunity which large doses give. But all will 
agree that this vigorous employment of so powerful a remedy 
is not unattended by risk, unless the most strict vigilance be 
maintained over the patient’s temperature and daily conduct. 

It is natural that those who advocate a new method of 
treatment should refrain from alarming their hearers by 
enumerating the dangers and difficulties ; but it is by mistakes 
and failures that we learn, and excessive optimism on the part of 
pioneers is apt to be followed by disappointment and incredulity. 
This has happened before in the history of tuberculin. 


The attention of the public is just now being strongly 
directed to the subject of tuberculosis. Lectures and exhibitions 
are being held all over the country ; consumption is recognised 


both as a danger to the community and as a preventable and 
curable disease. Municipalities are now willing to supply the 
money necessary to cope adequately with the common enemy. 
It is very important at this juncture that the medical advisers 
of those bodies should not be so swayed by ideas of economy 
as to assure the ratepayers that the provision of tuberculin 
dispensaries will be all-sufficient, and that the cost of cure 
will not exceed one pound a head! Dispensaries are needed. 
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Dispensaries must form a valuable part of the proper equipment 
of a town against tuberculosis ; but the provision of a dispensary 
does not do away with the need of a sanatorium. 

In pre-tuberculin days a sufficiently long course of 


sanatorium treatment was almost impracticable for the poor, 
but it is one thing to take a possible bread-winner from his 


work and keep him three or four months at a Sanatorium, and 
quite another thing, both for him and the ratepayers, to give 
him a sorely-needed rest for a short period, feed him up, start him 
on a suitable kind of tuberculin (to be continued while attending 
a dispensary), and let him learn by demonstration and the experi- 
ence of fellow sufferers, the importance of those hygienic details 
which characterise sanatorium life. Money would be well spent 
in that way ; for without such a preliminary education, not only 
may it be difficult for the doctor to gauge the condition and 
capabilities of his patients, but the efforts he makes on their 
behalf may be nullified by their own ignorance and inattention. 

One must also bear in mind the fact that the efficacy of a 
vaccine treatment depends on the power of the patient to 
respond. We know that an underfed and overworked patient 
cannot resist disease ; in other words, he has not the where- 
withal to manufacture the necessary antibodies which should 
result from the administration of the vaccine. When tuberculin 
is being administered Nature strains herself to manufacture 
antibodies, and may overstrain herself: unless some help be given 
to the system in the early stages of phthisis, especially rest and 
extra food, the response to tuberculin is likely to be slow and 
disappointing. I was much struck by the strained and weary 
expression of the many patients I saw attending the dispensaries 
I have visited. 

No doubt a few cases, diagnosed in an early stage 
(e.g. contacts), could be treated without the sanatorium ; but 
I would strongly urge the importance of providing municipal 
sanatoria as well as dispensaries where patients could spend 
the first period of their treatment, and to which others who were 
not making satisfactory progress under dispensary treatment 
could return if necessary. 
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Streptococcus Vaccine, Rheumatic Fever.— BURROUGHS, 
WELLCOME & Co., London.—The number of diseases for the 
treatment of which stock vaccines are obtainable increases 
rapidly. The latest addition to the already lengthy list of 

vaccines issued by this firm is Streptococcus Vaccine, Rheumatic 
Fever. As is well known, the researches of Paine and Poynton 
and others have demonstrated the presence in rheumatic 
lesions and in the blood of rheumatic patients of an organism 
which is believed by some to be causally connected with rheu- 
matic fever, and to which the name micrococcus rheumaticus 
has been given. It is from this organism that the new vaccine 
is obtained, several strains being used in its preparation. The 
vaccine is said to be useful in cases of persistent relapsing 
rheumatism. It is issued in convenient hermetically-sealed 
phials of I c.c., containing either ten or fifty million organisms. 


‘“* Tabloid ’’ Chemicals for Colour Photography.—Bur- 
ROUGHS, WELLCOME & Co., London.—The production of 
photographs i in natural colours, apart from its artistic interest, 
is a valuable addition to the weapons of the scientist, and will 
doubtless become increasingly the recognised method of re- 
cording observations of pathological conditions wherever the 
element of colour is of importance. For instance, photographs 
of skin diseases, histological specimens and examples of abnormal 
growths gain much in clearness and in the amount of informa- 
tion conveyed, when faithfully reproduced in colour. 

The chemical processes involved in the production of such 
photographs, for reversing the image and for intensifying the 
colours, have now been conveniently provided for in a set of 
three ‘‘ Tabloid”’ products, which enable the amateur to 
experiment with all the brands of colour plates now on the 
market with the minimum expenditure of time and trouble, 
The whole process of development, reversal, re-development, 
and intensification can be carried out with solutions of 
“ Tabloid,” ‘‘ Rytol,” ‘‘ Tabloid’? Reversing Compound, and 
‘Tabloid’ Colour Plate Intensifier, and by following the 
instructions given, successful results in natural colour can be 
obtained with the Autochrome, Thames, Omnicolore, and 
Dufay plates. 


‘* Epinine.’,—BuRROUGHS, WELLCOME & Co., London.— 
Since the introduction into therapeutics of the active principle of 
the suprarenal gland, now so widely used, many attempts have 
been made to produce a synthetic substance which should possess 
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similar physiological properties, and at the same time be free 
from certain disadvantages of the natural principle. ‘‘ Epinine,”’ 
which chemically is 3.4-dihydroxyphenylethylmethylamine, 
was discovered at the 
ae reais 
Tracings showing rise of blood pressuie v ellcome co hemical 
caused by“ Epinine”’ and ‘‘ Hemisine.”’ Works, and is stated 
to possess all the valuable 
physiological properties 
of the suprarenal prin- 
ciple, with some addi- 
tional advantages. The 
most important of these 
latter are that it is much 
more stable than the 
suprarenal principle, and 
being a synthetic prepar- 
ation, is more easily 
obtained in a state of 
purity. By physiological 
tests, ‘‘ Epinine”’ has 
been proved to produce 
all the characteristic 
effects of the suprarenal 
§ mam 24 Bikodeoxy principle on the blood- 
phenylethylmethylamine pressure, heart’s action, 
(‘‘ Epinine ”’). uterus, etc. Quantita- 
B&D 0.05 mgm. Suprarenal active tively, it has been found 
principle (‘‘ Hemisine’’). that I in roo solutions 


Note equal height of AC and BD, of “ Epinine ” ore equal 


but greater ysistence of AC. : oe : 
eet eee ae in activity to I in 1000 


solutions of suprarenal 
active principle. The rise in blood-pressure produced by 
‘““Epinine”’ is, however, more prolonged than is the case 
with rises of equal height due to the suprarenal principle. 
‘““ Epinine ”’ is issued in the strength of I in roo in bottles of 
Io and 25 c.c., and also as a sterile solution in the convenient 
Vaporole ”’ containers. 


““ 


** Vaporole’’ Ammonium Chloride Inhaler.—BurrRovuGuHs, 
WELLCOME & Co., London.—The number of Ammonium 
Chloride inhalers on the market proves the very real difficulties 
to be faced in producing a satisfactory pattern. The makers 
claim for this inhaler that it is compact, easily and quickly 
used, and that it provides a perfectly neutral vapour. 

We think that this instrument fully justifies these claims. 
By the use of ‘‘ Vaporole ”’ sealed charges of acid and ammonia 
the inhaler can be set up in a moment; it is easily taken to 
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pieces to clean after use, and the vapour produced is certainly 
not irritating. 

In cases in which the inhalation of Ammonium Chloride 
Vapour is considered advisable we can recommend the use of 
this apparatus. 


** Vaporole ’’ Hemisine and Cocaine.—BurrouGuHs, WELL- 
COME & Co., London.—The reliable anesthetic effects with 
lessened toxicity which the more recent substitutes for cocaine 
possess has to a large extent limited the use of the latter drug 
for hypodermic injection. Cocaine, however, is still used to 
some extent, combined with extract of suprarenal gland for use 
in cases where a bloodless field of operation is particularly 
desired, and in such cases this preparation (containing 2 per 
cent. cocaine) will be found convenient, owing to its sterility 
and exact dosage. 

The combination of ‘‘ Hemisine”’ and Cocaine Hydro- 
chloride is a useful preparation for dental practice. ‘‘ Hemisine”’ 
is the well-known preparation of the suprarenal active principle, 
and it is here combined with cocaine in just the right propor- 
tion to enhance the value of the latter, without causing too 
much constriction of the capillary blood vessels of the socket. 
There is thus no liability to sloughing. Clinical reports show 
that the anesthesia produced is very satisfactory. 

Each c.c. contains “‘ Hemisine”’ gr. 3;'s5 and Cocaine 
Hydrochloride gr. 4. 

Direction.—One c.c. to be injected into the gums for the 
production of local anesthesia. 


Sophol.—TueE Bayer Co. Ltp., London.—This preparation 
has been recently introduced as a substitute for silver nitrate in 
the treatment of ophthalmia neonatorum. It is said to be 
about three times as active a bactericide as protargol, and to 
cause less smarting and irritation, in which respect it resembles 
argyrol. We have used it in solutions of from 2 to Io per cent. 
without noticing any very considerable irritation. Sophol is 
a formo-nucleinate of silver, containing 20 per cent. of the 
metal. It is a yellow powder, easily soluble in cold water. 
The solutions should be freshly prepared and carefully kept 
from the action of light. We have no experience of it as a 
prophylactic against ophthalmia neonatorum, but it is certainly 
a harmless and in many cases an efficient remedy in acute 
conjunctivitis, and deserves a trial wherever other silver com- 
pounds have proved ineffectual. 
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MEETINGS OF SOCIETIES. 


Bristol MedicosChirurgical Society. 
December 14th, 19gto. 
Dr. BERTRAM M. H. RoGeErs, President, in the Chair. 


Captain F. P. Mackie, I.M.S., F.R.C.S., Member of the 
Royal Society’s Sleeping Sickness C ommission, gave an address, 
illustrated by microscope, lantern and kinematograph, on 
Trypanosomiasis in man and animals. The subject was 
discussed under the following headings :— 

Introductory remarks. 

Scope of the inquiry of the Commission. 

Brief outline of sleeping sickness. 

Trypanosomiasis : its general characters and its special 
characters as studied in Uganda. 

Methods of differentiating try panosomes. 

Mode of spread of the disease. 

The tsetse fly, its anatomy and natural parasites. 

The fate of the parasite of sleeping sickness in the fly. 

Mechanical transmission of the parasite. 

Prolonged infectivity of the lake shore after removal of 
the native inhabitants. 

Question of the existence of a reservoir in some host that 
harbours the parasite without developing the disease. 

The trypanosome in man. 

The effect of the trypanosome infection and nervous 
symptoms. 

The prevention and cure of sleeping sickness. 
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Kinematograph films, prepared and exhibited by Pathé 
Fréres, London and Paris, showed “living pictures” of T. 
Gambiense and T. Lewisii in the blood, and the spirochete of 
relapsing fever. 

A cordial vote of thanks, proposed by the PRESIDENT, 
seconded by Dr. D. S. DAVIEs, was given to Captain Mackie for 
his most interesting and instructive address. 


January 11th, 19gtt. 
Dr. BERTRAM M. H. RoGErRs, President, in the Chair. 


Dr. WALKER HALL and Dr. G. Scott WILLIAMSON described 
The technique of a test in which ferment action was used as a 
means of diagnosing gastric cancer.—They had obtained good 
results in cases where the clinical diagnosis was confirmed at 
operation or autopsy. Precautions were necessary with 
regard to the presence of bile, blood and duodenal contents. 
The polypeptide used as an indicator was glycyl-tryptophane. 
It may be obtained from Kalle, of Biebrich. Drs. Walker Hall 
and Williamson also gave an account of some observations 
they had made upon “the dipeptide splitting action of blood 
and pathological fluids. Using glycyl-tryptophane for this 
purpose, they found that a cleavage took place when this 
substance was incubated with blood and tissue fluids. The 
action was associated with the globulin reaction of the 
pathological material, and with regard to vai and reaction 
possessed characters akin to ferments. The results so far 
accumulated suggested that future work might reveal methods 
by means of which the findings might be applied practically. 


Dr. G. PARKER gave an Account of an outbreak of infantile 
paralysis, numbering thirty-seven cases, which occurred in 
Bristol from June, 1909, to January, 1910. He referred to the 
extraordinary epidemics in recent years both in Europe and 
America, and suggested that this group of cases represented 
much more than the ordinary spor radic crop. Thirty-two of 
them appeared in the summer, or at least before the end of 
October. There were nearly twice as many males as females, 
and the average age, excluding three adolescents, was two years. 
Two deaths were know n to have occurred, and the great majority 
of the children were crippled for life. The manner of trans- 
mission of the infection is very obscure. Well-marked instances 
of contagion, and of conveyance by healthy carriers, have been 
frequently recorded, while Flexner and others have reproduced 
the disease age and again by injecting an emulsion of the 
spinal cord of an infected animal. In Bristol there was little 
evidence of direct contagion, except that two children in one 
family were attacked about the same time. The initial 
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symptoms frequently included fever, rheumatic pains, pulmo- 
nary and throat troubles, though in some cases all of these 
were absent. 


February 8th, I9tt. 
Dr. BERTRAM M. H. Rocers, President, in the Chair. 


Dr. A. J. WRIGHT showed a number of specimens to illustrate 
points in the Surgieal anatomy of the mastoid process. He main- 
tained that his specimens supported the contention that the 
so-called sclerosis of the mastoid was a natural condition due 
to persistence of the type of mastoid process met with naturally 
in all cases at five years of age. The density of the outer wall 
of the antrum in this condition of the bone disposed to 
intracranial extension of inflammatory processes originating 
there. In the only two specimens obtained from fatal cases of 
such extension the bones showed this density of the outer 
antral wall. In this type of bone the lateral sinus was often 
situated far forwards, making access to the antrum by operation 
difficult. 


Dr. W. KENNETH WILLs read a paper on An anomalous form 
of ringworm. The patient, a child of two years of age, was 
troubled with an obstinate vesicular eruption on the foot, 
which was found to be due to ringworm. The history of the 


discovery of the tricophyton by Sabouraud in this kind of 
affection was described, and allusion made to a visit paid by the 
speaker to the clinic of ‘that dermatologist. Emphasis was laid 
upon the importance of microscopical search for the tricophyton 
in the macerated epithelium and vesicular fluid in certain cases 
of obstinate eruption on the skin.—Dr..N1xon discussed the 
paper, and gave many interesting details of cases of persistent 
tricophyton infection in schools and colleges. The treatment 
had to be severe to be of any use, but at best was not very 
satisfactory. 


Mr. W. RoGeER WILLIAMS read a paper on Tumour of a 
dog’s tail, and showed the specimen. It was a subcutaneous 
tumour in the tail of a fox-terrier about fourteen years old. 
It had an innocent appearance, was firm and encapsuled, and 
solid in texture, with a tendency to lobulation. The tumour 
had slowly increased from the size of a split pea when first 
detected to its present size (about that of a bantam’s egg) in 
two and a half years. The animal was destroyed in the end 
because it had spasmodic fits of coughing for some months. 
A few small nodules were found on the surface of the spleen. 
The section of the tumour under the microscope showed a 
fibro-leiomyomatous structure. Tumours of this kind had been 
found in humanity, and were generally believed to originate 

8 
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in connection with arrector pili muscles. Similar tumour 
tissue was found in the spleen and in an enlarged gland removed 
from near the lower end of the cesophagus of the dog.—Mr. 
C. A. Morton demonstrated (1) A specimen of ruptured tubal 
gestation removed eighteen months after operation for similar 
condition on the other side; (2) A specimen of malignant 
ovarian tumour removed from a girl aged 12. 


J. Lacy Firtu. 
J. A. Nixon, Hon. 


Obituary Wotices. 


ERNEST BLACKER, M.D.Durh., L.R.C.P.Ed., M.R.C.S.Eng. 
1853-IQII. 

THE uniqueness of individuals is a striking scientific fact, 

but it is just one of those facts that can hardly be done justice 

to in an obituary notice. 

In writing this brict memoir of my departed friend, Ernest 
Blacker, I am regretfully conscious of this shortcoming. 

It may, however, be stated that his was a cheery, neat, 
alert and debonair personality, rich in human sympathies 
and sociabilities. Consequently his interests in life were 
manifold and varied. 

It is no doubt true of modern humanity that its fundamental 
conceptions of life and destiny tend to run into scientific or 
anti-scientific grooves, and in this momentous matter 
Blacker’s predilections were all for science. For him science 
was not merely an accompaniment or condition of human 
progress, but human progress itself. 

Not that he had much sympathy with that form of science 
which, seated on Olympus, wrapped in the snowy mantle of 
Detachment, contemplates the flux of life in its manifold 
permutations and combinations with the impassivity of 
the Sphinx. 

No; it was rather with the form of science which focuses 
all its energies on social amelioration that Blacker sympathised. 
He hoped that in some degree the sufferings of the world might 
thus be abated. And he was conscious that these were not 
man’s alone, for his sympathies went out in a marked degree 
to the animal world. 

In the last decade of his life he was much engrossed with 
the problem of diet reform, seeking in the vegetable rather 
than in the animal world the chief requirements of subsistence. 
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Ernest Blacker was born at Midsomer Norton, where his 
father was a life-long medical practitioner. 

He received his professional education at the Bristol medical 
establishments, and by his assiduity in his student days gained 
the much desired prize for practical anatomy in 1876. 

In 1878 he obtained by examination the diplomas of 
L.R.C.P.Edin. and M.R.C.S.Eng. 

After some varied professional experiences, he succeeded to 
his father’s practice at Midsomer Norton, and during this time 
he was medical officer to the Clutton Union Workhouse. 

After many years’ service in this field of activity he migrated 
to Clifton, where he became partner in his brother’s practice. 

In 1896 he graduated as M.D. at the University of Durham. 

Subsequently he practised at Southampton and at Farn- 
borough, and finally settled at 8 Meridian Road, Redland. 

Although for the last few years of his life he had retired 
from general practice, he was generally occupied with pro- 
fessional duties as locum tenens, until incapacitated by the 
malady to which he succumbed, after a year’s illness. He may 
thus be said to have died in harness. 

Some twelve years ago Dr. Blacker married Miss Edith 
Harvey, of Clifton, who survives him. 

His illness was borne with braveness and resignation, 
sustained by the devoted attentions of wife and sister. 

It was on January 29th that he died, and he was buried at 
Midsomer Norton on February 4th. 


P. P. JOHNSON, M.B., C.M.Edin., of Yatton. 


WE regret to record the death of Dr. P. P. Johnson, of Yatton, 
after a long and painful illness, borne with much fortitude. 
Dr. Johnson was 57 years of age, and was educated at Sedbergh, 
afterwards proceeding to Edinburgh University, where he took 
his degree in 1877. He practised for over nine years at Little- 
borough, in Lancashire, and for a short time in Starbotton, 
Yorkshire, and came to Yatton in 1889. 

He was a thoroughly good all-round practitioner, and his 
close attention to his work and absolute forgetfulness of self 
in his care for the sick under his charge earned for him the 
confidence and affection of the district in which he practised. 
Striking evidence of the esteem that he enjoyed was afforded 
by the very large attendance at his funeral, and the general 
regret expressed for his loss. 

He was a most genial man, and took an active part in all 
movements for promoting the social life of the village and its 
welfare; he was largely concerned in the provision of a good 
supply of water. 
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The Freemasons, Oddfellows, Church of England Men’s 
Society, Yatton Cricket Club, Conservative Association, and 
Parish Council were all represented at his funeral, and indicate 
the wide extent of his interests outside his professional work. 

He leaves a widow, one son, and four daughters to mourn 
his loss. 


Local Medical Wotes. 


UNIVERSITY OF BRISTOL. 


University Settlement.—This scheme, to which we drew 
attention in our last number, has definitely come to a head, 
and the Committee have chosen a site for their first operations 
at Barton Hill. It will be a women’s settlement, but men will 
help in the work, and will be under the organisation of the 
University, who will supply the workers for it. 


EXAMINATION RESULTS. 

M.B., Ch.B. Bristot.—R. C. Clarke, F. P. Mackie, R. S. S. 
Statham, W. Reynolds. Part J: J. F. H. Morgan. 

B.D.S. BristoL.—C. J. Kelsey. 

M.D. Lonp.—Medicine : Cecil Clarke. 

CONJOINT BOARD OF LonDON.—Anatomy and Physiology - 
E. D. D. Davies. Medicine: W. W. Pratt, V. Pinnock. 
Surgery: S. Marle. Midwifery: G. F. Fawn. 

M.R.C.S., L.R.C.P. Lonp.—W. W. Pratt, S. Marle, M. W. 
Morrison. 

L.D.S.—Chemistry : K. Batten, W. J. Milton, E. E. Wookey. 
Physics: E. E. Wookey. Final (Part I): L. G. Kinnersley, 
C. V. Osborne, S. Saxton. Part II: F. C. Willows, Grantley 
Smith. 

I.M.S.—E. $. Goss (8th place), J. F. H. Morgan (9th place), 
P. S. Connellan (13th place). 


APPOINTMENTS. 
University of Manchester.—I. Walker Hall, M.D. Vict., 
has been appointed External Examiner in Pathology. 
Berkeley Hospital—Arthur John Awdry, L.R.C.P. Lond., 


M.R.C.S., and Walter Robert Awdry, M.B. Durh., M.R.C.S., 
have been appointed Honorary Medical Officers. 
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Bristol Eye Hospital—The following appointments have 
been recently made :—Consulting Surgeon: Clements Hailes, 
M.D., F.R.C.S. Edin. Surgeon: Alexander Ogilvy, M.D. Durh., 

Anesthetist : W.S. Vernon Stock, M.B., B.S. Lond., 
Rhinologist: A. J. M. Wright, M.B., B.S. Lond., 


M.B., B.S. Lond., has been appointed Honorary Medical Officer. 


South Devon and East Cornwall Hospital, Plymouth.— 
George F. Aldous, F.R.C.S. Edin., has been appointed Honorary 
Surgeon. 


Bradford Royal Infirmary.—James Phillips, F.R.C.S. Edin., 
has been appointed Honorary Surgeon. 


Bristol Royal Infirmary.—The following appointments have 
been made recently :—Dental House Surgeon: G. F. Fawn, 
L.D.S. Medical Registrar: C. W. J. Brasher, M.B., Ch.B. 
Surgical Registrar: A. J. Wright, M.B.Lond., F.R.C.S. 
Honorary Dental Anesthetist: C. F. A. Hereford, M.R.C.S., 
L.R.C.P. Lond. 


Bristol General Hospital.—B. J. Geakie, L.D.S., has been 
appointed Dental House Surgeon. 


Nineteenth International Congress of Medicine, London, 1913. 
—Professor J. Michell Clarke has been appointed representative 
of the University of Bristol on the Executive Committee and a 
member of the Council of the Section of Neuro-pathology. 
P. Watson-Williams, M.D., has been appointed a member of 
the Council of the Section of Laryngology. J. M. Fortescue- 
Brickdale has been appointed a member of the Council of the 
Section of Pharmacology. 

Third International Congress of Laryngology, Berlin, 1911. 
—Dr. P. Watson-Williams, President of the Section of Laryn- 
gology of the Royal Society of Medicine, has been appointed 
a representative of Great Britain and Ireland on the Executive 
Committee. 


BRISTOL. 


Athletic Field.—Through the munificence of Mr. George A 
Wills the Athletic Union is now assured of an athletic ground 
within easy reach of the University. For this purpose he has 
given £4,000, which will give the Union the use of a twelve-acre 
field in Coombe Lane. The Council of the University has 
officially promised to support the scheme with an annual 
contribution towards its upkeep. The work of levelling and of 
erecting suitable dressing-rooms and pavilion will be put in 
hand immediately. 
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‘* Bristol Nonesuch.’’—The first number of the new Univer- 
sity magazine has made its appearance, in a cover the colour 
known as “ Bristol Red.”’ It contains a portrait of the donor 
of the new athletic field, Mr. G. A. Wills, and information 
relating to the various student and other organisations of the 
University. All those interested in the University should 
obtain a copy of the first number. It will make its appearance 
three times annually, and the subscription is 1s. gd. 


Bristol Dispensary.—During 1910 the number of patients 
treated by this institution increased by 681 over the previous 
year. 688 midwifery notes were distributed, and medical 
assistance was sought for in 31 cases. The old building in 
North Street which was the dispensary of many years ago 
has been disposed of for £750. 


Bristol Eye Hospital.—At the annual meeting, held recently, 
the report stated that 474 in-patients had been admitted, and 
7,061 out-patients had attended at the hospital. The financial 
state of the hospital for the year was satisfactory, mainly owing 
to the proceeds from the recent féte, which freed the institution 
from debt, and enabled the Committee to establish a small 
nurses’ home close to the hospital, the rooms which they 
had used in the building being given up to the patients’ use. 


Clifton Dispensary.—This institution during the past vear 
treated 2,420 medical cases, 312 surgical cases, and 71 cases of 
midwifery. There was an adverse balance during the vear of 
£8, in spite of an increase in subscriptions. 


BRIDGWATER. 


At the annual meeting of the Bridgwater Hospital two 
memorial brasses erected in memory of two members of the 
honorary medical staff, the late Dr. W. L. Winterbotham and 
Dr. F. J. C. Parsons, were unveiled. <A bust of the founder of 
the hospital, Dr. Jonathan Toogood, was also uncovered at 
the meeting. 


WESTON-SUPER-MARE. 
Recently the new Isolation Block of the Weston-super-Mare 


Hospital was formally opened. It contains two wards tor the 
accommodation of four patients and nurse’s room. 


BURNHAM. 


The scheme for providing a Cottage Hospital for Burnham 
and Highbridge is being well taken up, and the medical men of 
the neighbourhood are giving it their support, as such an 
institution is a desideratum. 





LOCAL MEDICAL NOTES. 


BATH. 


The annual meeting of the Royal United Hospital was 
held recently under the presidency of the Mayor. The financial 
statement for Ig10 showed that the deficit on the working 
expenses amounts to the sum of £1,838, in spite of rigid economy. 
The medical report was most satisfactory. 


The War against Consumption.—From Brecon: 
EDWARD VII MEMORIAL SCHEME FOR WALES. 


Avaunt, insidious plague! thy days are numbered 
(For until late humanity has ‘slumbered), 

Who wroughtest havoc on the lungs of man, 
Thy deadly germs we must resolve and can 
Dispell, destroy, and stop their propagation 

By many means, among them ventilation. 

Of late we know that thou, consumptive bug, 
Art (need I say ?) a denizen of fug ; 

And if we can conform to open air, 

That hot, close rooms become a thing most rare, 
Why then thou deadly tubercle bacillus, 

There is slight scope or power for you within us ; 
And if by chance thou dost procure a hold, 
Means for disarming thee are manifold. 

The one and all important thing to grasp 

Is thy detection e’er thou firmly clasp 

The human lungs in thy retentive grip, 

From which till recently one might not slip. 
Now thy dire purpose to frustrate we should 
Get out each day and not refrain from food, 
Avoid as far as possible contagion, 

Direct or indirect, from a relation ; 

See that the teeth and gums in order stand, 
’Gainst all disease the body be well manned. 
Should chronic cough importunate appear, 

Just seek advice and dissipate your fear. 

The signs which point to quite early infection, 
As loss of weight, must bring about detection ; 
Expectoration, chronic cough and pain, 

The breath being short, and you your food disdain, 
With sweats at night of quite a large amount, 
Why then methinks t’were well to ‘take account ; 
For these with other signs all tell the tale, 

No use it is your prospect to bewail, 

The boundless energy and spirits fail, 

The hectic tinge shows well the doleful tale ; 
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The temper, manner, disposition, too, 

All manifest the diagnosis true. 

Now, once ’tis known that thou art of the smitten, 
And Sans. are full or otherwise forbidden, 

In thine own home, but under supervision, 

It well becomes thy duty and thy mission, 

To bear with calmness, and to persevere 

The restful treatment we should prize so dear. 
The objective, then, is food and rest and air, 
Eat and digest, abstain from wear and tear ; 
Free from excitement, exercise or strain, 
The chest should never quickly move on pain 
Of giving our bacillus further hold ; 

And should the weather turn severe or cold, 
When not unlikely you discomfort feel, 

On no account the window casement seal, 

But strike a match and let the fire glow, 

And you yourself immune to cold will grow ; 
Add further clothing should one feel inclined, 
Acquire good books to occupy the mind. 
’Gainst spitting, as is common, please refrain, 
In France ‘‘ Défense de cracher ” in the train 
And on a poster planted everywhere 

Was written large some thirteen years or near. 
The sputum dries, the germs disseminate, 
Infect their natural habitat and emanate 
From other lungs, and let the white plague spread 
An illness every mortal learns to dread. 
Koch’s method, now tho’ modified, we use, 
Tuberculin injections daren’t refuse, 
Combined with sanatorium life we find, 

And most concerning this are of one mind, 
That tho’ each helps, combined they greatly tend 
The blood resistances higher up to send ; 

The tissues strengthened with new energy, 
Enable man in time his lethargy 

To overthrow and with new zeal arise, 

Which but a little back would cause surprise. 
And now to close I would just merely say, 
To put a finish to this phthisic lay, 

That we no more a willing host must be, 

But show T.B. no lack of enmity ; 

The fearful fight resume at any cost, 

That man and his successors be not lost. 





